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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuseripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNnat, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


IMustrations—Authors will be asked to meet printer’s costs of reproducing illustrative material 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $:2.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1956 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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hydrochloride 
(methyl-phenidylacetate hydrochloride CIBA) 


Ritalin is a mild, safer cortical stimulant which is par- 
ticularly “efficacious in the treatment of mild to moderate 
depressions in neurotic and psychotic patients.’" 


When Ritalin was given for 6 months to 127 with- 
drawn, dull, listless, apathetic, or negativistic institution- 
alized patients, 101 showed improvement in behavior and 
manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 
mental awakening... .’” 


In depressed states Ritalin provides needed stimulus 
without the wide swings of reaction caused by most stim- 
ulants. /t rarely causes palpitation, jitteriness, or hyper- 
excitation; has no appreciable effect on blood pressure, 
pulse rate or appetite. 

Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: TABLeTs, 5 mg. (yellow) and 10 mg. (blue); bottles 
of 100, 500 and 1000, TABLETS, 20 mg. ( peach-colored); bottles 
of 100 and 1000 

References: 1. Noee, R. H., and Williams, D. B.: Personal communica- 


tion. 2. Ferguson, J. T Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, lowa City, Lowa, Sept. 


9, 1955. 
C IBA summit, x.y 
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“Theirs is the need—and 
the vight to have. 
Ours is the challenge—and 
the will to provide.” 


Tue 


For Exceptional Children Provides: 


1. Medical, Psychiatric, Psychological and Educational Serv- 
ices in a friendly, understanding environment. 


2. Around-the-clock care and individual training for each 
child, from nursery levels to adulthood. 


3. Opportunities to meet practical situations, to learn good 
work habits, and to enjoy social experiences toward the de- 
velopment of the “whole” child. 


4. Continuous research into the causes, treatment and pre- 
vention of retardation and emotional disturbance—and mak- 
ing these findings available for use everywhere. 


MEDICAL STAFF PSYCHOLOGICAL STAFF 
Wittiam C. Avamson, M.D., E. Loncenecker, Pu.D., 
Director of Child Study, Treatment and Chief Clinical Psychologist 


Research Center Myrtie Wamerer, M.A. 
L. Nor, Jn. M.D, Fritz Stmnen, M.A. 
Director of Medical Services KATHRYN Burcuanp, M.A, 
Eucens B. Srrrz, M.D., Heica Scuursz, Dipl.-Psych. 


FRank P. Bakes, Pu.D., 
Neuro-Surgery Consultant Attending Consultant in Speech 


Lesum R. ANcus, M.D., Ruru M. Srranc, Pu.D., 
Psychiatry Consultant Attending Consultant in Reading 


Edward L. Johnstone 
President 


THE SCHOOLS 


A Non-Profit Organization Founded in 1913 
LANGHORNE, PENNSYLVANIA 
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THE DOOR 


psychotherapy ...... Ser, if 


Ataractic Therapy for NEURO-PSYCHIATRIC CONDITIONS 


Clinical course of * Clinically proven in schizophrenia, manic depressive psychoses in the 


psychotic patients treated 


with ‘Serponray’ manic phase, agitated psychoses and other behavioristic disorders 


1) The sedative phase, este © Tranquilizes and sedates without affecting alertness or responsiveness 


ness and symptomatic im- * Calms hyperactive patients, quiets the noisy, alerts the depressed 
ee eee * Often precludes electroshock, seclusion and barbiturates 
* Non-soporific and well tolerated for prolonged treatment 

* Allows natural sleep 


2) The turbulent phase, patient 
seems worse. 


3) The integrative phase, pa- 
tient regains contact with 
reality. Supplied in 1.0 mg., 2.0 mg., 3.0 mg., 4.0 mg., and 5.0 
mg. compressed, scored TABLETS. Also available in 2 mi. 
AMPULES containing 5.0 mg. or 10.0 mg. for parenteral 
and SYRUP, containing 1.0 mg. reserpine 
per 4 mi. 


Write for samples, literature. 


© 


THE CWNEM * 340 CANAL STREET - NEW YORK 13, N.Y. 
CORP. 


Sole Canadian Distributor Winley-Morris Co, 292 Craig St. West Montreal 29, P,Q. 
VII 


\ 

OPENS J a 
4 
be 
(*) 
oF 


Advertisement 


THE BIOCHEMICAL APPROACH 
TO MENTAL ILLNESS 


One of the greatest single forward steps in 
the specific treatment of mental illness has 
been the discovery that lysergic acid di- 
ethylamide, or mescaline, will produce 
experimentally in man the approximate 
equivalent of schizophrenia. This mental 
dissociation is temporary and may be pre- 
vented or reversed by the administration 
of certain compounds of piperidyl type. 
One of the best of these appears to be 
FRENQUEL—the gamma isomer of 
MERATRAN. Fabing and Hawkins*, and 
others, have found that FRENQUEL acts as 
a partial or complete blocking agent 
against the development of LSD-25, and 
mescaline, experimental psychoses, when 
administered as premedication to healthy 
subjects who have been given these drugs. 
When injected intravenously, FRENQUEL 
has been found to reverse abruptly the 
course of the psychotic state, even when 
not administered until the latter has 
reached the height of its symptomatology. 
This effect appears to be highly specific for 
this type of dissociation, since it does not 
act in the same way when administered to 
patients suffering from a cannabis-type of 
psychosis. 

In acute types of schizophrenia, FREN- 
QUEL appears to relieve hallucination in 
about one third of the cases. Electro- 
convulsive therapy has been found to in- 
crease the number of favorable responses 
in this group. It is apparently necessary to 
maintain the patient on the drug if relapse 
is to be prevented. 

FRENQUEL would appear to offer consid- 
erable promise in the treatment of confu- 
sional states. Further publications are 
likely to shed additional light upon the 
extent of, and the limits to, its usefulness. 


*Fabing, H. D., and Hawkins, J. R.: A year’s experience 
with reenguer in clinical and experimental schizophrenic 
psychoses; to be published, 


Information 


Action: FRENQUEL is a com- 
pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL 
does not sedate nor stimulate. 
Usually 24 hours or more must 
elapse before clinical improve- 
ment takes place. When 
FRENQUEL is discontinued, pro- 
dromal symptoms may recur in 
about one week. 

Even though relief is not ob- 
served in all patients, the many 
dramatic successes already expe- 
rienced with FRENQUEL in wide- 
spread clinical use warrant 
general trial where acute 
schizophrenic hallucinations are 
present. 

FRENQUEL is safe...side effects 
and drug reactions have not been 
reported. No ill effects have been 
observed as measured by re- 
peated blood counts, hemoglobin 
determinations, liver and kidney 
function tests. Clinical reports 
show no adverse effect on pulse 
rate, blood pressure, respira- 


Indications: Acute Schizo- 
phrenic Hallucinations 


Composition: Frenquel (aza- 
eyclonol) Hydrochloride is alpha- 
(4-piperidyl) benzhydrol hydro- 
chloride 

Dosage: 20 mg. t.i.d. 


Supplied: Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- 
quel in acute and chronic psychotic 
states, Presented before the Bowman 
Gray Medical Society, Winston- 
Salem, North Carolina, May 16, 1955. 
2. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: The use of Frenquel in 
the treatment of disturbed patients 
and psychoses of long duration, Am. 
J. Psychiat., in press. 3. Fabing. 
H. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 
5:319, 1955, 4. Fabing, H. D.: New 
blocking agent against the develop- 
ment of LSD-25 psychosis, Science 
121: 208, 1955, 

Another exclusive product 
of original Merrell research 


THE WM. S. MERRELL COMPANY 
New York. CINCINNATI . 8t. Thomas, Ontarto 
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In many patients, blocks acute 
schizophrenic hallucinations 


FRENQUEL—a unique new drug —“...offers a new neuropharma- 
cologic approach to certain acute psychotic states where delu- 
sions and hallucinations have been the primary symptoms.”! 


Used in the treatment of acute schizophrenic hallucinations, 
FRENQUEL usually erases hostile manifestations, promotes a 
cooperative state, facilitates psychotherapy and ward adjust- 
ment.” Adjunctively in electroconvulsive therapy, FRENQUEL may 
help reduce the required number of treatments.* 


FRENQUEL is safe, virtually free of toxicity; has shown no toler- 
ance or habituation to date. 


AZACYCLONOL HYDROCHLORIDE 


a significant contribution to the control 
of mental illness from the research laboratories of 
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“Disillusion and despair 
almost robbed 

this life-worn widow 

of her sanity .. .” 
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“Existence has many times dealt her surly blows: an ailing husband 
who had to be supported for years; a son who went to war without too many 
faults but came home a drunkard, too weak to support himself or defeat the 
miserable habit... 

““Dexamyl’ greatly helped this patient... she still possesses her humor, 
her vigor, her zest for existence because ‘Dexamyl’ gave her a lift and restored 
feelings of hope and optimism during her trying days.” (From a case report by the 


patient’s physician; photos of patient are unposed—taken during office visit.) 


TABLETS « ELINIR 


Dexa 


a combination of two mood-ameliorating agents . . . 


to relieve both anxiety and depression 
Each ‘Dexamyl’ Tablet or teaspoonful (5 ce.) of the Elixir contains: 
Dexedrine* (dextro-amphetamine sulfate, S.K.F.), 5 mg., and amobarbital, 2 gr. 


Each ‘Dexamyl’ Spansule No. 1 slowly releases the equivalent of two tablets. 
Each “Dexamyl’ Spansule No, 2 slowly releases the equivalent of three tablets. 


Smith, Kline & French Laboratories, Philadelphia 


*1.M. Keg. US. Pat. Off. 
Reg. U.S. Pat. Off. for sustained release capsules, S.KF. 
Patent Applied For 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Reserp 


TRADEMARK FOR THE UPIOHN OF 


Each tablet contains: 
Reserpine 
or 0.25 meg. 
or 1.0) mg. 
or 4.0 mg. 
The elixir contains: 
Reserpine 
per 5 ce, teaspoonful 
Supplied: 
Scored tablets 
0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 


The Upjohn Company, Kalamazoo, Michigan 
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“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,””! 

Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience,” 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’”? 
Many reports have indicated that Serpasil 


serpasil 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


CIBA 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.”' “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is nof an indication 
for discontinuing treatment.’ 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberta, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 16) 1955 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 


Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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(DESOXYN® plus NEMBUTAL”) 
DESBUTAL gives the disturbed patient a ; = 4 
new sense of well-being and energy, 


while calming his tensions and anxieties. 
One capsule represents 5 mg. DEsoxYN 
Hydrochloride (Methamphetamine 
Hydrochloride, Abbott), and 30 mg. 
NEMBUTAL Sodium (Pentobarbital Sodium, 
Abbott). Bottles 

of 100 and 1000. Ohbott 
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THORAZINE* 


helps to keep more patients out of mental hospitals 


te 


With ‘Thorazine’ “more patients will be released after shorter periods 
of hospitalization and fewer patients will require re-hospitalization. 
More patients can be treated in the community, at clinics or in the 
psychiatrist's office without being hospitalized at all.’”! 


‘Thorazine’ is available as the hydrochloride in ampuls, tablets and syrup; and as the base in suppositories. 


For information write: Smith, Kline & French Laboratories, 15 30 Spring Garden Street, Phila. 1 


1. Hofiman, J.L.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 
*T.M. Reg U.S. Pat. Off. for « hlorpromazine, S.K.I 
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EGAS MONIZ (1874-1955) 
His Lire anp Work 
WALTER FREEMAN, M.D., Pu. D., Los Attos, Cau. 


Egas Moniz was awarded the Nobel Prize 
in medicine in 1949 for his contributions of 
cerebral angiography and psychosurgery. 
These two major discoveries in the fields of 
neurology and psychiatry came at a time of 
life when most men are coasting on their 
reputations and looking forward to retire- 
ment. The phenomenon of Egas Moniz was 
that he maintained his interest in a number 
of largely separated fields practically until 
the end of his life. 

He was born Antonio Caetano deAbreu 
Freire on the estate in northern Portugal 
that had been in his family for at least 500 
years, and maybe twice as long. He was 
graduated from the University of Coimbra 
in 1899 with a thesis on diphtheria(1). He 
studied neurology at Bordeaux and Paris, 
and in 1901 and 1902 published monographs 
on the sexual life(2), that were temporarily 
banned by government decree. As a student 
he had engaged in writing political pamphlets 
which he published under the pen name of 
Egas Moniz, a hero of the Portuguese re- 
sistance against the Moors in the Middle 
Ages. He continued to use the pen name 
throughout his professional life. 

Egas Moniz was appointed to the chair 
of neurology at the University of Coimbra, 
but was transferred to Lisbon in 1911, as 
Professor of Neurology, when that Uni- 
versity was reorganized with an expanded 
faculty of medicine. But he continued his 
interests in the field of statecraft, and be- 
came in succession Minister of Foreign Af- 
fairs and Ambassador to Spain after the 
overthrow of the monarchy in Portugal. At 
the end of World War I he signed the 
Versailles Treaty for Portugal. During this 
period of service to his country he published 
a volume on neurology in wartime(3) and 
some introductory lectures and minor papers. 
Soon after this, however, the opposition 
party came into power, and Egas Moniz went 
back to his university post and resumed the 
teaching of neurology. After 1922 he never 
took an active part in politics, and when he 


was invited to accept the presidency of 
Portugal in 1951, he declined because of ill 
health. 

Moniz was 52 years old when the idea 
came to him of visualizing the vessels of the 
brain by roentgenography. He tried a number 
of iodine compounds, but found that aqueous 
solutions diffused too readily into the tissues 
causing convulsions and paralysis in animals, 
whereas oily suspensions caused embolic phe- 
nomena. But his ideas were sound, and the 
first carotid arteriograms were reported in 
1927(4). Shortly after this some German in- 
vestigators, who were employing colloidal 
thorium dioxide to visualize the abdominal 
organs, published papers on angiography 
without giving Moniz credit for the idea. He 
proved his priority to the satisfaction of the 
world of science. Furthermore he pointed 
out the usefulness of this type of examina- 
tion not only for the localization of tumors, 
but also in cases of aneurysms, vascular ab- 
normalities, and other disorders. He reported 
his major findings at the First International 
Neurological Congress in Bern in 1931(5), 
and continued with a total of 140 other 
papers on cerebral angiography. In the same 
year, Moniz, with Lopo de Carvalho and 
Almeida Lima, demonstrated the pulmonary 
arteries by roentgenography (6). 

Moniz presented many of his angiograms 
at the Second International Neurological 
Congress in London in 1935. It was at this 
Congress that the symposium on the frontal 
lobes brought forth a great deal of discussion 
concerning the disturbing effects upon per- 
sonality that followed wounds and tumors 
in this region. There were also reported the 
experiments of Fulton and Jacobsen upon the 
effects of bifrontal lobectomy in two trained 
chimpanzees, and the study by Brickner on a 
patient who had undergone bifrontal lobec- 
tomy for olfactory groove meningioma. There 
was no doubt of the devastating effects of 
such mutilating procedures upon the learning 
capacity of both man and animal. Egas 
Moniz was apparently the only man among 
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the assembled scientists who saw through 
the evil effects of such mutilations to the pos- 
sible beneficial results. As he wrote later he 
had been thinking about the problem of 
surgical attack upon the frontal lobes for the 
relief of mental symptoms for at least two 
years. 

Fulton(7) reports the episode as follows: 
After the paper was read . . . Dr. Moniz arose and 
asked if frontal lobe removal prevents the develop- 
ment of experimental neuroses in animals and elimi- 
nates frustrational behavior, why would it not be 
feasible to relieve anxiety states in man by surgical 
means? At the time we were a little startled by 
the suggestion, for I thought that Dr. Moniz en- 
visaged a bilateral lobectomy, which, though pos- 
sible, would be a very formidable undertaking in a 
human being. Dr. Moniz had other ideas and within 
a year he and his associate Almeida Lima had 
developed a leucotome, carried out leucotomies on 
some twenty cases, and published a book on the 
subject(8). . . . Although Moniz later stated that 
the results reported for the chimpanzees convinced 
him that the operation would be useful in man, we 
should not forget that he had considered surgical 


interference long before hearing of our experimen- 
tal results. 


The first results of prefrontal leucotomy 
were astonishing in more ways than one(9). 
Sobral Cid, then professor of psychiatry at 
the University of Lisbon, had been friends 
with Moniz for many years, both having at- 
tended the University of Coimbra, and both 
being appointed to the respective chairs at 
the Faculty of Medicine in Lisbon. Sobral 
Cid belonged to the political party in power 
and, after amiable discussion and agreement, 
presented Moniz with four of the most “in- 
curable” patients on his service, two with 
chronic agitated depression and two with 
paranoid schizophrenia. The outcome was 
so extraordinary that it was only with the 
utmost difficulty that Moniz could secure ad- 
ditional patients from the service of Sobral 
Cid. This professor denied that there was 
any change in the patients except for quiet- 
ing of the disturbed behavior, to which he 
attributed little importance. 

When Moniz and Furtado reported their 
findings before the medico-psychological so- 
ciety in Paris in 1937(9), Sobral Cid made 
an almost savage attack upon his confréres : 
“In addressing to my distinguished com- 
patriots all my compliments, I do not hesitate 
to declare to them without cavil that I am 
far from sharing their enthusiasm for the 


method.” There was much more along the 
same lines. 

Here was a brilliant discovery belittled 
through political antagonism and possible 
professional jealousy, but more likely 
through philosophical tenets that blinded 
Sobral Cid to the extraordinary alterations 
that occurred in psychotic subjects at the 
moment of prefrontal leucotomy. Moniz 
strove for years to overcome the antagonism 
of his friend, to obtain access to patients, to 
secure support for his small service, but his 
pleas were met with silence, while services 
in other hospitals were being expanded. 
However, he was taking no chances on the 
pirating of his discovery by others. Within 
a year he had reported his findings in the 
psychiatric literature of six countries(10), 
and had named it psychosurgery(11). 

Sobral Cid died in 1941, and Moniz wrote 
a memorial to his late friend(12), but the 
hostility of the government still prevented 
further development of psychosurgery until 
after World War II. While thousands of 
patients were being operated upon in the 
U. S. and England, and hundreds in other 
countries, Moniz estimated his total number 
of patients at about one hundred, with little 
opportunity to follow the patients in order 
to make valid long-term reports. Except for 
the introduction to a volume by one of his 
followers(13), Moniz wrote nothing more 
on leucotomy between 1937 and 1948 when 
he was president of the International Con- 
ference on Psychosurgery. 

In 1944 Moniz retired from the profes- 
sorship of neurology and devoted himself to 
other interests and to his private practice. 
He had long been interested in literary and 
artistic pursuits. Because of gout, which 
had plagued him since the age of 24, he was 
restricted in his travels, but visited Italy and 
Brazil. He wrote a graphic account of Abbe 
Faria and the development of hypnotism 
(14). He wrote a biography of the Portu- 
guese author Julio Dinis(15), and other bio- 
graphical and critical essays on politics, art, 
and literature. He wrote an introduction to 
a treatise on “Boston” (akin to whist) that 
turned out to be a history of playing cards, 
with superb illustrations in color and gilt 
(16). His largest work was a delightfully 
written autobiography, Confidéncias de um 
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Investigador Ciéntifico, in which he traced 
his development as physician, teacher, and 
researcher(17). There is a poignant account 
in this volume of his wounding by a homi- 
cidal maniac in 1939. Six bullets, four of 
them in the chest, failed to kill him, though 
he was sick for a long time. A photograph 
shows the history card that he was making 
out, spattered with his own blood. 

Moniz was extraordinarily modest. In 
the reminiscences he never indulged in seri- 
ous criticisms of those who had blocked his 
progress. He wrote privately that unless he 
had been exceptionally careful, the publica- 
tion of this book would have been forbidden. 
He thought of sending the typescript to a 
friend in a foreign land in the event that 
censorship descended upon him. He was 
never flamboyant in his speech; rather he 
lectured or presided with courtesy and dig- 
nity, and gave expression to his thought in 
measured terms. His was an inner life of 
thought rather than an outer one of action. 
His gouty hands prevented him from under- 
taking any of the operative procedures. He 
called upon his friends to discuss his theories 
before enlisting their aid in his various un- 
dertakings. While he could speak and write 
six languages, he hesitated to use more than 
Portuguese and French. He knew no eager 
band of students that hung upon each word 
as he uttered it. Yet he was not unmindful 
of the significance of his discoveries, and 
soon after the war wrote to one of his 
friends, asking diffidently about the possibil- 
ity of his being nominated for the Nobel 
Prize. In this matter he was too late; the 
friend had already made the nomination. 

Honors continued to come to Egas Moniz 
through the latter part of his life. He was 
elected to honorary membership in a number 
of foreign societies. For a long time he was 
president of the section on medicine of the 
Academia das Ciencias de Lisboa, the equiva- 
lent of the Royal Society or the American 
Philosophical Society, and about equally 
ancient and distinguished. The International 
Conference on Psychosurgery was held in 
his honor in Lisbon in 1948, details of which, 
with photographs, are given in his Confi- 
déncias. Much more space is devoted to the 
visitors than to his own part in the proceed- 
ings. The award of the Nobel Prize in 1949 


was the culmination of his professional life. 
His value to the country was recognized in 
the founding of the Centro dos Estudos Egas 
Moniz in Lisbon. At the age of 80 he wrote 
that he was considering giving up his practice 
and retiring to his home in Lisbon and to his 
family estate in Avanca. His last letter men- 
tioned the breakdown of a tophus in his hand, 
with considerable pain and inflammation, 
bringing to an end a remarkably creative 
career, 

Psychiatrists, neurologists, and neuro- 
logical surgeons may well look back upon 
the period before the discoveries of Egas 
Moniz as equivalent to the Dark Ages. In 
matters of accurate localization by special 
procedures, they had pneumoencephalog- 
raphy, developed a few years previously 
by Dandy, and myelography by Sicard. For 
the physical therapy of mental disorders they 
had the malaria treatment of neurosyphilis, 
and prolonged sleep. Electroencephalography 
was in its infancy, shock therapy by insulin 
and metrazol almost coincided with leucot- 
omy, radioactive isotopes were unknown, and 
control of the autonomic system by pharmaco- 
logic means was just beginning. The intro- 
duction by Moniz of cerebral angiography 
in 1927, and of psychosurgery in 1936 
brought about a revolution in diagnosis and 
treatment, the eventual extension of which 
is not yet in sight. 

Most of the truly original discoveries in 
science are made by men in early maturity. 
Therefore it is of special interest that two 
methods of such dissimilar application should 
have been made by a man well advanced in 
life, and with a record of accomplishments 
in other fields that might well have given him 
the right to say: “Nunc dimittis . . .”” The 
phenomenon of Egas Moniz was that he not 
only maintained his interests in these other 
fields, but that he was also able to present 
to the scientific world the results of his medi- 
tations and experiments, often in the face of 
considerable opposition, including attempted 
piracy and murderous assault. The intel- 
lectual vigor of the man, hampered by physi 
cal handicaps, indicates true genius. 


BIBLIOGRAPHY 


1. Alteragées andtomo-patolégicas na difteria. 
Coimbra: Imprensa Académica, 1900. 


4 
= 
a 
= atl 
4 


772 


EGAS MONIZ 


[Apr. 


2a. A Vida sexual (fisiologia). Coimbra: Franca 
Amado, 1901. 

2b. A Vida sexual (patologia). Coimbra: Franca 
Amado, 1902. 

3. A Neurologia na Guerra. Lisboa: Livraria 
Ferreira, 1917. 

4. L’encéphalographie artérielle; son importance 
dans la localisation des tumeurs cérébrales. Rev. 
neurol., 2:72, 1927. 

5a. Diagnostic des tumeurs cérébrales et épreuve 
de l'encéphalographie artérielle. Paris: Masson, 
1931. 

sb. Arterial encephalography and its value in the 
diagnosis of brain tumors. Surg. Gyn. Obs., 53: 
155, 1931 (with Amindio Pinto and Almeida 


6. La visibilité des vaisseaux pulmonaires aux 
rayons X par injection dans l’oreillette droite de 
fortes solutions d’iodure de sodium. Bull. Acad. 
Méd. Par., 105: 627, 1931. 

7. Fulton, J. F. Frontal Leucotomy and Affective 
Behavior. Springfield: Thomas, 1949. 


&. Tentatives opératoires dans le traitement de 
certained psychoses. Paris: Masson, 1936. 

9. Essais de traitement de la schizophrénie par 
la leucotomie préfrontale. Ann. Méd.-Psychol., 95 
Part 2: 298, 1937 (with Furtado). 

10. Prefrontal leucotomy in the treatment of 
mental disorder. Am. J. Psychiat., 93: 1379, 1937. 

11. Premiers essais de psychochirurgie. Tech- 
nique et résultats. Lisboa méd., 13: 152, 1936. 

12. A meméria do Prof. Sobral Cid. Imprensa 
méd., 9: 213, 1941. 

13. Prefacio. In Almeida Amaral: O tratamento 
cirargico das doencas mentais. Lisboa: Livraria 
Luso-espanhola, 1944. 

14. O Padre Faria na histéria do hipnotismo. 
Lisboa: Facult. de Med., 1925. 

15. Jadlio Dinis e a sua obra. Lisboa: Casa Edi- 
tora Ventura Abrantes, 1924. 

16. Histéria das cartas de jogar. In daSilva, 
J. H.: Tratado do Jogo de Boston. Lisboa: Edi- 
torial Atica, 1942. 

17. Confidéncias de um investigador cientifico. 
Lisboa: Edicoes Atica, 1949. 


4 
4 
4 
Lima). 
h 
A 
4 
t 
bis 
a 
a 


STRESS AND EMOTIONAL HEALTH ' 
JOHN C. WHITEHORN, M.D., Bactimore, Mb. 


In undertaking to discuss the topic, “Stress 
and Emotional Health,” this afternoon, I 
have committed myself to the task of at- 
tempting to organize a large body of observa- 
tion and opinion in a field of great complexity 
and some subtlety, but a field which is also 
of great intrinsic interest and of vast im- 
portance for human welfare. The concepts 
stress and emotional health are not so clearly 
crystallized that they can be spoken about 
with assurance of clear mutual understand- 
ing. It would appear appropriate, in the 
interest of clarity, to start off with an effort 
to delineate and delimit the meaning of terms. 
I have, however, chosen to proceed other- 
wise, for reasons which I hope will gain your 
sympathetic forebearance without losing your 
interest. We stand at a moment of history, 
in the development of knowledge of these 
matters, when concepts are in a state of fairly 
lively change. A crystal-clear presentation, 
even if it were possible, would not correctly 
reflect the present state of affairs. Rather, it 
appears desirable to cover some of the ter- 
ritory with the aid of rough conceptions, 
working broadly toward a perspective which 
may then facilitate a clarification of concepts. 

In typical medical fashion, I shall begin 
the discussion of emotional health problems 
by a consideration of mental diseases. This 
is a curious propensity of the medical pro- 
fession—to approach a health problem by 
way of disease. I shall, moreover, push this 
propensity to the extreme by talking first 
about those forms of mental illness, called 
the psychoses, which represent the most ex- 
treme deviations from health—what in 
earlier generations was called insanity, and, 
still earlier, lunacy. 

There is a widespread belief that insanity 
is increasing at an alarming rate, and that 
this catastrophic increase is caused by the 
stress of modern living. What is the evidence 
on these propositions? The facts are not easy 
to establish with sufficient definiteness to 


1 Presented as a University Lecture, February 9, 
1955, in Shriver Hall, The Johns Hopkins Uni- 
versity, Baltimore. 


provide unequivocal yes or no answers, but 
the general trend of the more careful studies 
appears to contradict such statements, in the 
main. 

Before getting into the evidence, let me, 
however, call attention to the prevalence of 
similar beliefs at other times. For example, 
Dr. Isaac Ray(1), one of the most distin- 
guished American psychiatrists of the nine- 
teenth century, in his book, Mental Hygiene, 
published in 1863, just 92 years ago, said, 
P. 277: 

It cannot be doubted that the people of our time 
live in an atmosphere of excitement which . . . is 


calculated to impair the vigor of the mind and facili- 
tate the invasion of disease. 


Dr. Ray expressed his belief that the prog- 
ress of civilization increased the frequency 
of occurrence of insanity, and he gave a 
rather long and detailed account of the vari- 
ous types of mental strains causing such pre- 


sumed increase. He admitted, however, the 
difficulty of proving his thesis, because of the 
lack of reliable statistics. One would suppose 
that in the ensuing century it would be easy 
to gather sufficient reports, but this task of 
reaching reliable statistical conclusions has 
been complicated by another aspect of the 
advance of civilization, namely, the increased 
provision for the care of the insane, a factor 
which strongly influences the apparent inci- 
dence as recorded in statistical form, In a 
rough way the incidence of reported cases of 
insanity parallels the provisions established 
for their care. The net result, statistically 
speaking, is an artefact—an apparent in- 
creased incidence following upon increased 
facilities. A few of the States of the Union 
—notably Massachusetts and New York— 
have maintained, however, fairly consistent 
policies of nearly meeting the needs, and 
from their experience it is possible to obtain 
some moderately reliable figures. A large- 
scale study was carried through in Massa- 
chusetts from 1917 to 1933, under the direc- 
tion of Dr. Neil Dayton(2). This period had 
special value, first because comparable pro- 
visions existed at the beginning and the end, 
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and also because of the occurrence, during 
the period, of two experiences weil calculated 
to produce temporary major stresses in large 
portions of the population, namely, World 
War I and the great economic depression. 
Over the 17-year period of study, there was 
a very slight increase in the rate of new cases 
per 100,000 of population, amounting to less 
than 4 of 1% per year. First admissions per 
100,000 in 1917 were 83, and in 1933, 85. 
A breakdown of the figures with respect to 
types of illness and age distribution was more 
revealing than the over-all figures. What in- 
crease occurred was in the older age groups, 
in patients suffering from senile and arterio- 
sclerotic brain damage, The psychoses char- 
acteristic of younger age groups, such as 
schizophrenia and manic-depressive illness, 
actually showed a decreased incidence in 1933 
as compared to 1917. 

The stresses of the war years, 1917 and '18, 
did not produce any demonstrable increase 
in the psychosis rate in Massachusetts. The 
economic depression, in 1932 and '33, did ap- 
pear to produce an increase in a particular 
part of the picture—the psychoses of late 
life attributable to brain damage. 

The increased admission rates to mental 
hospitals for this elderly type of psychotic 
illness is a phenomenal feature of the last 
two or three decades in all the states, and it 
did not recede when the depression was over. 
The increasing admissions of such patients 
to the mental hospitals is probably related to 
increased urbanization and apartment-dwell- 
ing—conditions which are not favorable for 
the home care of such patients, and which 
diminish many of the incentives for main- 
taining a zestful and meaningful participation 
in family life. 

Under conditions of family life prevailing 
in an earlier phase of our civilization, a great 
many elderly persons, despite a certain 
amount of senile loss—of memory and of 
other abilities—and a narrowing of interests, 
could and did continue to participate actively 
and acceptably in the household and in a fa- 
miliar social setting and favorable environ- 
ment. Under such circumstances lapses in be- 
havior could be indulged and friendly human 
support and appreciation might sustain one in 
a life of significant effort—all this without too 
great a sacrifice of the welfare of the younger 


generation. Changes in social conditions and 
attitudes have altered these circumstances, 
and have tended to aggravate such illnesses. 
There has also been a greater social accept- 
ance of mental hospital care. This combina- 
tion of circumstances has led to a markedly 
increased admission rate of elderly patients 
to mental hospitals, thus increasing markedly 
the apparent incidence of these types of ill- 
ness, probably increasing also the real inci- 
dence of severe psychotic reactions in these 
persons. The increase is far out of propor- 
tion to the changing age distribution in the 
population, achieved by modern medicine. 

When one gets to the level of personal, in- 
dividualized study of the patients so statisti- 
cized, their mental ill health does not appear 
so much attributable to stress, as to lack of 
stress—the personal experience of useless- 
ness and a collapse of meaningful effort. 

A significant statistical study by Gold- 
hamer and Marshall was published in 
1949(3). These workers also studied the 


experience in Massachusetts, but over a 
greater time span. They concluded: ‘There 
has been no long-term increase during the 
last century in the incidence of the psychoses 
of early and middle life.” 


I wish to direct attention now to another 
aspect of the field of discussion—a sharply 
contrasting picture—namely, that concerned 
with military experience which has provided 
overwhelming evidence, particularly in 
World War II, as to the importance of stress 
in causing, or precipitating certain types of 
mental illness, in the broad category of the 
neuroses, in contrast to the psychoses. In- 
capacitation, by neurotic illness, was one of 
the major categories for loss of manpower 
from our combat forces in World War II. 

The calculation, and interpretation of inci- 
dence rates of psychiatric casualties in mili- 
tary forces is an intricate matter. Rates per 
1,000 per year provide a baseline. There are 
very wide variations in such rates, depending 
upon types of units, and their combat experi- 
ences. For example, in one unit (the 88th 
Infantry Division) while operating in Italy 
during the latter half of 1944, the rate of 
incidence of so-called NP (neuropsychiatric ) 
casualties, calculated per 1,000 men per year, 
varied greatly from month to month from a 
low of 10 to a high of 500. In the over-all 
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comparisons between various units, during 
varying experiences, it has been observed 
that there is a striking parallelism between 
the figures for “N P casualties” and “wounded 
in action.” The ratio of these figures was 
fairly constant in our Mediterranean and 
European operations at about 1:4 or 1:5, that 
is, one soldier was incapacitated with neurotic 
symptoms for every 4 or 5 incapacitated by 
battle wounds. This ratio has been found to 
have great practical value as a guide in the 
management of troops and in the determina- 
tion of psychiatric policies and practices. As 
Frederick Hanson(4) has pointed out, this 
index (the ratio of “neuropsychiatric casual- 
ties” to “wounded in action”) is a valuable 
indicator of conditions in a military unit. 
The division psychiatrist uses this. ratio to 
keep tabs on the sources of trouble in the 
battalions, such as prolonged combat without 
rest, poor leadership, alterations in evacua- 
tion policy by the battalion surgeon, or 
breakdown in unit morale from any cause. 
Before considering these causes of fluctua- 
tion, let us reflect for a moment upon the 
meaning of this fairly constant ratio of the 
numbers of those neurotically incapacitated 
to the numbers wounded in action. Both 
figures are determined in the main by the 
intensity of combat. This is the central fact. 
How is it to be interpreted ? 

The most common interpretation offered— 
almost the inescapable interpretation—is that 
the stress of danger increases the psychiatric 
casualty rate, in about the same proportion 
as the actual combat increases the numbers 
of those wounded and killed. That there 
would be differences in individual suscepti- 
bility or vulnerability seems a priori probable. 
Some studies have indicated that it is pos- 
sible, though to a very limited extent, to pre- 
dict those who will be vulnerable. 

Prior to our extensive combat experience 
in World War II, there was a strong belief 
in the feasibility of such predictions, and 
extensive efforts had been made to put this 
belief into practice by pre-induction screening 
examinations designed to detect neurotic 
symptoms or medical histories which might 
be indicative of mental illness or suscepti- 
bility thereto. In a few limited series of cases, 
comparisons have been made between such 


pre-induction judgments and actual perform- 
ance in military service. Such comparisons 
afford some statistical support to the theoreti- 
cal possibilities of prediction of success or 
failure in military service, but only to a 
limited percentage. Experience seems to 
favor in general the view of those who said 
that nearly every man has a breaking point 
under extreme and prolonged stress, and that 
many persons with mild or moderate neurotic 
symptoms are capable of useful military 
service. The major emphasis has therefore 
shifted, in military psychiatry, to the better 
utilization of men, variable as they may be in 
their vulnerability, to the reduction of stress 
when possible, and to measures for preparing 
men for stress and aiding them to endure or 
manage it better. This has meant increased 
attention to such matters as morale, leader- 
ship, rest and rotation, better planned prac- 
tices in replacement and reassignment, and 
particularly quick treatment on the spot, 
emphasizing support and unit loyalty. 

A few brief references to particular per- 
sons and situations may help to clarify the 
meaning of combat stress for the individual. I 
had the opportunity for some personal study 
of cases in the closing weeks of World War 
II. The tide of victorious advance had sharply 
diminished the incidence of psychiatric casu- 
alties, as well as of other casualties. But in 
the neighborhood of Leipzig and Halle our 
forces encountered stiff opposition, heavily 
supported by artillery fire from the large con- 
centration of ack-ack batteries in that region. 
In a neurosis treatment center serving this 
front, there was opportunity for me to study 
fresh psychiatric casualties. 

One was a lieutena.t of infantry, who had received 
a battlefield promo.ion in the Normandy fighting, 
and had been a very effective and successful leader 
up to the time of the Leipzig situation, where he had 
rather suddenly failed to function and was found to 
be in a state of deep depression. As he regained 
some measure of inward composure, he was able to 
put into words the emotional difficulty, or in his 
case the impossibility of continuing to order into 
severe combat the diminishing little group of men, 
to whom he had become closely attached, at a time 
when the general course of the campaign made such 
sacrifices seem to him so unnecessary and wasteful. 


Sometimes the apparent triviality of the 
precipitating situation throws a_ revealing 
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light on the meaning of stress in combat 
situations. 


A case in point, seen some weeks after the event, 
in a hospital in the zone of communications: This 
soldier, a private, who had been a truck-farmer in 
civilian life, had been in an infantry unit, advancing 
against fairly heavy artillery opposition, through a 
forested region in western Germany. Forests pre- 
sent a special hazard to infantry in the face of high 
explosive shells, because of what is called tree-blast ; 
that is, the shells do not bury themselves in the 
ground before exploding, as in open fields, whereby 
the trajectory of shell fragments is directed in an 
upward expanding cone. Tree blast triggers the ex- 
plosions above the heads of the troops and showers 
them with lethal metal from above. This soldier had 
had a trying day in these circumstances, and under 
such threats. Several of his comrades had been 
killed or wounded. He had grown distrustful of the 
lieutenant’s good judgment in the timing of rushes 
and in the failure to utilize what slight shelter was 
offered by the terrain. This soldier's actual break 
occurred, however, at the end of the day’s fighting, 
after the intense artillery fire had subsided. The 
lieutenant had assigned him to dig a latrine in the 
very middle of some German farmer’s strawberry 
bed. The farmer-soldier “blew his top,” so to speak, 
then in a violent denunciation of the idiotic city-bred 
lieutenant, who was so dumb that he didn’t appreci- 
ate what it meant to ruin a carefully developed 
strawberry bed! This soldier’s violent emotional re- 
action required heavy sedation, and hospitalization, 
where he made a fairly good recovery and was use- 
fully employed in hospital duties. 


Another case: A young lieutenant was admitted 
to the neurosis center in a state of agitation, unable 
to sleep or to hold his food. This incapacitating 
condition was the culmination of several weeks of 
increasing agitation and irritability dating from a 
specific incident in the Rhine region, prior to which 
he had been an exceptionally useful and effective 
soldier, participating in the war with the enthusiasm 
and rather pleasurable excitement of a great football 
game. He was an artillery observer, with a walkie- 
talkie and a corporal assistant. He had found great 
satisfaction in matching his wits against the enemy, 
in a rather impersonal way, finding points of vantage 
for observation, and reporting back to the batteries 
on the effects of their fire. One day a German officer 
surrendered to him and his corporal. They found the 
captive a great nuisance and debated seriously 
whether to dispose of him on the spot, to regain 
their proper freedom of action. They decided to 
keep him. Then, when they were about to move, the 
captive pointed out to them the unexpected danger 
of traversing a certain stretch of land. This inci- 
dent was very disturbing emotionally to the artillery 
observer. He could no longer picture the enemy as 
an impersonal opponent in a kind of game. Success 
in directing artillery fire became thereafter in his 
mind a much more personal assault on the bodies 
and lives of fellow human beings. His work made 
him sick in the stomach. The accumulating tensions, 
after some weeks, made him unfit for duty. 


These brief sketches give some glimpses of 
the diversity of emotional meanings encom- 
passed by the term “combat stress,” although 
they afford only the sketchiest hints as to the 
personal background and patterns of person- 
ality development which had contributed to 
make these meanings so intensely personal 
and so disturbing. 

There is, however, another aspect of war 

stress and neurotic illness, which we should 
not ignore—that relating to civilian experi- 
ence. In his Salmon lectures in 1942, Richard 
Gillespie(5) summarized a_ considerable 
amount of experience in England. He re- 
ported: “One of the most striking things 
about the effects of war on the civilian popu- 
lation has been the relative rarity of patho- 
logical mental disturbances among the civil- 
ians exposed to air raids.”” The hospitals in 
London maintained their outpatient psychi- 
atric services and braced themselves for a 
heavy load of patients in the heavily bombed 
areas. But the expected load of patients did 
not materialize. In fact, there was evidence 
of an actual diminution in the incidence of 
neurotic illness. Dr. Gillespie tells, for ex- 
ample, an illuminating story : 
A young man of 24 had been before the war a pa- 
tient in the Guy’s Hospital psychiatric outpatient 
department, and was at the beginning of the war 
judged unfit for the fighting services because of his 
neuroticism. He had been classified as a neurotic de- 
pression in a timid personality, and had been exces- 
sively attached to his mother, “nervous all his life,” 
at least since the age of 4. He had had great dif- 
ficulty in any social activity. Nevertheless he was 
assigned to Air Raids Precaution work, because 
everyone was expected to do his bit in war time. 
Quoting now from Gillespie’s account: “Anyone 
who saw him would have marked him as a miser- 
able little shrimp and no future hero, but he became 
extremely successful as an A.R.P. warden. He had 
at least 3 remarkable escapes and received a bomb 
splinter in one hand. He remarked that in critical 
moments ‘girls turned to him.’ He liked to see 
planes coming. ‘It is my quickness,’ he said, ‘against 
theirs.’ He was bombed out of his own home; his 
mother and father were cut up and shocked. Follow- 
ing this he was bombed again twice. After a week's 
sick leave he went back to duty.” 


This case may perhaps serve to illustrate the 
cure of neurotic illness by stress, when the 
vituation provides opportunity to overcome 
one’s sense of failure and inferiority. 
Before leaving the discussion of war 
stresses in relation to mental health or illness, 


4 
4 
om 
| 


1956] JOHN C. WHITEHORN 777 


I wish parenthetically to comment upon a 
subtle but significant change in the way of 
thinking and talking about such matters, 
which marks a contrast between the psychi- 
atric literature of World War I and World 
War II. During and after World War I 
much was written about “trauma,” whereas 
after World War II the word “stress” has 
received comparable emphasis. These modes 
of formulation reveal a change in the under- 
lying conception of human nature. In the 
earlier period, one had to think in terms of a 
sudden, violent blow, as the cause of mental 
or emotional aberration, as if the human 
organism were a piece of machinery which 
would “naturally” continue to operate nor- 
mally unless injured by some blow from with- 
out. The readiness to think in this manner 
is well exemplified by the expression “shell 
shock,” used originally in World War I to 
express the idea that combat casualties, oc- 
curring without visible wounds, were attrib- 
utable to physical injury of the brain, caused 
by traumatic tissue changes produced within 
the brain by the nearby explosion of high 
explosive shells. The cumulative medical evi- 
dence overwhelmingly refuted this concept, 
but the phrase “shell shock” has tended to 
persist in folklore, in large measure, I pre- 
sume, because it provided a convenient eva- 
sion of the personal issues involved. 

The evidence demanded recognition that 
the immediate causative factor in so-called 
shell shock was psychological in nature, and 
the concept which was supplied for this pur- 
pose was that of psychological trauma, some- 
thing in the nature of a sudden, devastating 
emotional shock. Cases were collected in sup- 
port of this view, but it served in the main 
as a convenient postulate, rather than a 
demonstrated fact. 

The climate of thought in psychiatry had 
changed somewhat in the years between the 
wars in a manner that favored attention to 
continuing strain and stress, as well as to 
sudden trauma. Conditions of combat had 
also changed. To mention but two details, 
the foxhole is a much lonelier place than 
the trench, and close tactical air support car- 
ried appreciable risks of danger from one’s 
own side, At any rate, psychiatric reports on 
neuropsychiatric combat casualties in World 
War !] emphasized the gradually cumulative 


load of continuing fear, worry, and fatigue, 
and their effects on morale and motivation, as 
significant factors in disabling men or reduc- 
ing efficiency. 

During the last decade, much experimental 
work has been in progress, throwing light on 
the nature of stress, and its effects, which 
has tended to emphasize the importance of 
factors within the organism which play a 
major role in breakdown under stress. The 
contributions of two investigators in particu- 
lar have had a marked influence on medical 
thought in this field, namely, Harold Wolff 
and Hans Selye. 

Both these workers have studied in detail 
the responses of organisms to loads imposed 
upon them. Both lines of work stem from 
the conception of disease propounded by the 
foremost physiologist of the nineteenth cen- 
tury, Claude Bernard, who focused atten- 
tion upon the ability of organisms to main- 
tain the relative constancy of the conditions 
within the organism and to react in ways suit- 
able for correcting the effects of noxious 
forces upon the organism. The American 
physiologist, Walter Cannon, devised a neat 
name “homeostasis,” to denote these physio- 
logical propensities and the mechanisms for 
preserving relative constancy, expounded in 
his popular book, The Wisdom of the 
Body(6). He called attention to many phys- 
iological mechanisms which operate almost 
automatically to restore constancy when spe- 
cific disturbances occur, such as the sweating 
mechanism to curb temperature rises, and 
the complex mechanisms that control the 
electrolyte concentrations and water ex- 
change in body fluids and tissue. Hans Selye 
coined the term “general adaptation syn- 
drome” to denote the adaptive reactions of 
organisms that are brought into play when 
the more limited specific guarding mecha- 
nisms are insufficient. Selye has formulated 
3 stages of the general adaptation syndrome : 
(1) the alarm reaction, (2) the stage of re- 
sistance, and (3) the stage of exhaustion. 
Many have been stimulated thereby to lab- 
oratory studies of the reactive potentialities 
of organisms under conditions of stress, par- 
ticularly in the pituitary-adrenal endocrine 
system. It so happened, by historical acci- 
dent, that a growing interest in Selye’s stress 
studies coincided with the discovery of cor- 
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tisone, a product of the cortex of the adrenal 
gland, remarkably effective in the relief of 
rheumatic ills, and the development of a 
very active preparation of a pituitary prod- 
uct, the adrenocorticotropic hormone, more 
familiarly known by its initials, ACTH. The 
net result has been a tremendous emphasis 
in stress studies upon the activity of the 
adrenal gland. 

Dr. Harold Wolff and his collaborators 
gained the respectful attention of the medical 
world to the topic of stress through their re- 
ports of the reactions of the gastric mucosa 
of their patient Tom, who had a fistula from 
his stomach, to the outside world, through 
which it was possible to peep into Tom, even 
to take brilliant color photographs, and 
thereby observe that in stressful life situa- 
tions Tom’s gastric mucosa became reddened 
and engorged with blood by vascular dilata- 
tion, wet with gastric juice of high acidity, 
and thereby became temporarily fragile and 
subject to ulceration. The convincing effect 
of these reports upon the medical mind was 
not lessened, but rather increased, when com- 
parable observations upon similar patients, 
reported by others, disclosed exactly opposite 
reactions under stress, namely a blanching 
of the gastric mucosa and a decrease in the 
gastric secretion of acid. One point that has 
been emphasized by such studies of the 
stomach’s behavior is the difference in mean- 
ing of stress to different persons under dif- 
ferent circumstances and with different life 
experiences. 

There has been an extensive proliferation 
of studies of reactions to stress. One sym- 
posium on the topic “Life Stress and Bodily 
Disease” yielded a volume of 1,135 pages, 
published in 1950(7). In the closing chapter 
of that symposium, Dr. Wolff pointed out 
particularly that the characteristics of a par- 
ticular person’s reaction to stress, under par- 
ticular circumstances, is determined by the 
meaning of that situation to that person. This 
significant point was well illustrated by some 
observations reported by the Dutch physician 
Groen, who studied a group of his patients 
with peptic ulcer before, during, and after 
their experience in concentration camp in 
World War II. These patients had been for 
the most part successful merchants or pro- 
fessional persons who had had active com- 


petitive careers, and who had developed 
peptic ulcer. Most of them lost the symptoms 
and manifestations of peptic ulcer during 
their harrowing experiences in concentration 
camp. This was a miserable experience in 
which none knew whether he would survive 
the day. They bickered, quarreled, stole, and 
fought with each other, but there was no 
systematic pattern of planned, ambitious 
striving for competitive pre-eminence. When 
these individuals were released from concen- 
tration camp and restored to the activities 
and customs of their civilian careers, mani- 
festations of peptic ulcer recurred in many. 

One exceptional case in Groen’s group of patients 
deserves special comment. He was an idealistic uni- 
versity professor who attempted in the concentration 
camp to live up to the dignity of his role as a leader. 
His ulcer symptoms persisted there and were aggra- 
vated to the extent that he developed hemorrhage 
from his peptic ulcer while in concentration camp. 


Up to this point we have been considering 
various kinds of disease processes in relation 
to stress. As a first approximation, it might 
be said, in brief summary, (1) that those 
severe forms of mental illness called psy- 
choses do not appear to be statistically related 
to stress, as ordinarily understood, but (2) 
that disabling neurotic reactions do seem 
closely related to stress, as exemplified in 
military experience, and (3) that, in the 
realm of so-called psychosomatic medicine, 
disturbances of physiological functions and 
even organic diseases of some kinds appear 
to be determined by stress. But in this latter 
connection, the evidence became clearer that 
there are individual personal meanings which 
decide the nature of stressful situations, and 
which are involved in a person’s reactions 
to the situation. 

We should, therefore, go back and amend 
our approximate statement about psychoses 
and stress. Perhaps psychotic reactions are 
related to the stress of life, but maybe the 
pertinent stresses are in relation to issues not 
obviously manifest to the statistically minded 
inquirer, and not systematically related to 
what we call the stresses of a complex civili- 
zation, becoming increasingly more complex. 
We had a sweeping economic depression in 
the ’thirties, with no demonstrable increase in 
the incidence of psychoses in the young and 
middle aged ; but maybe it failed to have its 
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expected psychopathological effect because 
nearly everyone was in it together. Maybe, 
even, there were compensating advantages in 
the reaffirmation of family ties and mutual 
supportive reactions in a time of trouble. 
Perhaps in family living, the spiritual re- 
sources are strengthened in time of adversity 
and affliction. 

A review of the physiological studies of 
organisms under stress, such as was pro- 
vided in the 1950 symposium, gives the gen- 
eral impression that the reactions of organs 
and tissues under stress are concerned with 
the control of energy transformations for 
strenuous effort, most strikingly in the mus- 
culoskeletal system which subserves locomo- 
tion and manipulation of the environment. 

Yet some of the emergency reactions may 
at times be more of a hindrance than a help. 
The human being, in particular, has developed 
tools and engines for the manipulation of the 
environment and for lecomotion; therefore, 
a cool head and a steady hand are more use- 
ful in the control of such instruments, than 
is a state of great excitement, with a dis- 
charge of epinephrine, an accelerated meta- 
bolic rate, or a quickened clotting-time of the 
blood—although these are reactions useful 
to cats or lions in their types of stressful 
situations. As a matter of fact, the human 
organism does physiologically exercise very 
much greater restraint over the epinephrine- 
discharge mechanism than does the cat. 

In preparation for life experiences the 
human being shows great potentialities for 
learning, for the fairly fast modification of 
patterns of action or attitude, and for quickly 
apprehending the changed meaning of cues 
in differing situations. Errors in the learning 
process do occur, not merely in the rote- 
memorizing of words or number symbols, but 
also in respect to the meaning of life situa- 
tions. Indeed, this phenomenon of a mis- 
carriage in the learning process seems to be a 
central feature in the development of neu- 
rotic illness, whereby emotional reactions are 
evoked in inappropriate situations. Such neu- 
rotic developments are favored by a conflict 
or confusion of motives, It seems very prob- 
able that the tendency toward neurotic de- 
velopments in combat situations involves 
these principles. 

In seeking to make use of animal experi- 


ments to understand the nature of stress in 
human experience, it is necessary to empha- 
size the importance of one marked difference. 
In much of the animal experimentation the 
stress has been established by an excess load- 
ing of one specific homeostatic mechanism, 
whereby an alarm reaction activates the broad 
scope of general adaptive responses. In the 
human organism many of the stress situa- 
tions which are of principal interest are 
danger situations, rather than damage, that 
is, the significant injury is potential not 
actual, and the stress on the human organism 
arises from what is expected. 

Let us return, with these thoughts in mind, 
to a reconstruction of the stressful situation 
of the infantryman in combat, and consider 
what is the nature of the danger as appre- 
hended by him. Combat conditions make this 
a very inconvenient matter for professional 
psychological study, but we have some intro- 
spective accounts and some observational 
studies which indicate that the fear of death 
may be of lesser importance than the fear 
of mutilation or the fear of disgraceful be- 
havior—that is to say, a dread of injuries to 
one’s self-respect. Under such circumstances 
it has a very steadying influence on one’s be- 
havior to have in mind a clear task, conceiv- 
ably within the range of possible achievement 
in familiar teamwork with known and trusted 
companions, Such a goal gives direct, posi- 
tive meaning to effort, or to sacrifice. In psy- 
chiatric jargon, it provides stronger identifi- 
cations and wider ego-involvement. Two of 
the principal tasks of leadership are therefore 
to cultivate team spirit and to clarify immedi- 
ate objectives. There is available much evi- 
dence from World War II and from the 
Korean war that such measures do help to 
prevent neurotic breakdown, and that they 
are also among the most valuable measures 
in prompt treatment and in restoration to 
effective duty. 

How shall we interpret the success of such 
morale-building measures in relation to 
stress? Shall we say that they reduce stress 
or shall we say that such measures enable 
men better to deal with stress? Since we have 
been using the word stress very loosely, and 
have been particularly concerned with its 
disease-producing potentialities, one might 
loosely assume that measures effective in re- 
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ducing combat neuroses did so by reducing 
stress. For myself, | prefer to say that such 
morale measures enable men better to deal 
with stress. The choice of expressions here 
is actually a choice of definitions of the term 
stress. By one definition the central meaning 
of stress is analogous to the load carried by 
the organism, challenging the organism’s 
reaction potentialities ; by the other definition, 
the central meaning of stress lies in the 
organism’s reaction to the load. 

If one were dealing with purely physical 
systems, no such dilemma of definition would 
arise, because action and reaction are equal 
and opposite; but in dealing with biological 
organisms we do not find this to be true. 

In this apparently simple problem of con- 
ceptualizing or defining the term stress, lies 
embedded a subtle philosophical question : 
Are biological organisms, including man, to 
be viewed as purely physico-chemical or- 
ganizations, and for that reason or other 
reasons, subject to a strict determinism, their 
behavior wholly determined as the resultant 
of circumstances, past experience, and innate 
propensity ; or, on the contrary, do there exist 
real possibilities of choice in behavior? The 
latter is essentially the vitalistic viewpoint, 
which was so strenuously attacked in the 
nineteenth century, in the naine of Science, 
with a capital S. 

But the vitalistic view, or something like 
it, which denies that the person is purely a 
resultant and which assigns personal respon- 
sibility for the choice of behavior, has long 
prevailed in human affairs, and has become 
deeply embedded in our social and legal 
modes of thought. 

In our times, there has come into human 
affairs a revolutionary political movement, 
dialectically oriented to the Marxist assump- 
tion of economic determinism and the doc- 
trine of the class struggle. Its wholesale 
denial of what the free world calls individual 
liberty has permitted the construction of 
monolithic states, whose very existence has 
been felt as a menace, and whose dictatorial 
and conspiratorial mode of operations has 
aroused intense fears, one of the major 
causes of stress at the present time. 

One of the factors which hinders the free 
world in dealing with this persisting threat is 
the cleavage within free societies over basic 


humanistic and philosophical questions like 
freedom or determinism, a conflict which 
exists also within many of the individuals in 
the free societies. In medico-legal disputes 
one observes conflicts of view on this issue, 
usually implicit, not clearly expressed. In the 
current wave of mistrust of scientists in 
America, it seems probable that there are 
vague repercussions of the suspicions of the 
common man that scientists have gone too 
far in the direction of materialistic and de- 
terministic beliefs. 

A similar expression of popular bias is 
often observed when patients ill in a neurotic 
or psychotic way are exhorted to use their 
“will power” and “snap out of it,” with very 
little if any regard to the limited range of 
choice or types of motivation available under 
such circumstances. It often requires con- 
siderable professional skill to discern and to 
cultivate what does remain available in the 
way of incentive and purpose. The profes- 
sional man is armed with a body of knowl- 
edge and a set of hypotheses which give him 
a keen appreciation of the limitations. The 
layman is sometimes correct in thinking that 
the expert at times overlooks real possibilities, 
out of doctrinaire bias. 

Let me mention, very briefly, the 3 princi- 
pal deterministic doctrines of the nineteenth 
century: (1) the Helmholz doctrine that alli 
biological phenomena are reducible to the 
operation of physical or chemical principles, 
(2) the Marxist doctrine of economic de- 
terminism, and (3) the Freudian doctrine 
of libidinal determinism. 

The accumulated evidence does not war- 
rant a belief in the absolute validity (100% ) 
of any of these doctrines, but each has served 
as a stimulating hypothesis to disclose real- 
istic limits within which human nature oper- 
ates. The Freudian contribution has in par- 
ticular given us a keener appreciation of the 
complexity of motivation, and a realization 
of internal blockages of a psychopathological 
nature, hindering the exercise of freedom of 
choice of behavior. 

In recent times, a distinguished student of 
human history, Arnold Toynbee, has gained 
widespread attention for a view which denies 
the strict assumption of economic determin- 
ism in history. He has offered the non-de- 
terministic idea of challenge and response as 


4 
4 
a 
= 


1956] JOHN C., WHITEHORN 781 


the basic concept in the interpretation of 
history. 

As I have studied the literature dealing 
with stress, it has appeared to me that differ- 
ent workers have chosen their definitions of 
stress and their interpretations of biological 
behavior under stress, pretty much in ac- 
cordance with their assumptions as to the 
existence or nonexistence of a measure of 
freedom in the choice of behavior. Strict de- 
terminists, not concerned about what they 
consider to be an illusory idea of freedom, 
are apt to define stress by some criterion 
chosen, for operational convenience, from 
among the variety of biological reactions 
which I would consider parts of the reaction 
to stress. One set of workers, for example, 
has proposed as a criterion or working defini- 
tion of stress, the demonstration of a drop 
in the eosinophile count in the blood. One 
can respect operational definitions of this 
type, both for facilitating observations and 
correlations, and for stimulating experimen- 
tation, but it is well to acknowledge the 
implications and to guard against such a com- 
mitment by definition as would automatically 
prejudice judgment on deeper issues. 

When we turn, as I now wish to do, to the 
discussion of stress and emotional health, in 
contrast to disease, I wish to make it clear 
that I do not consider it axiomatic that the 
approach to emotional health is to be found 
exclusively through the reduction of stress. 
Effort and struggle constitute some of the 
healthiest and most gratifying of human ex- 
periences. This statement does not constitute 
a prescription for unremitting toil, nor a 
license for the exploitation of labor. I mean 
rather to emphasize the great value for mental 
health of all cultural and social encourage- 
ment to the setting of meaningful goals and 
the organization of life toward energetic 
effort in stressful situations rather than the 
avoidance of stress. 

Emotional health and happiness are the 
probable destiny of the person who is brought 
up in the confident assurance of approval in 
some honorable role and style of life, hu- 


manly achievable and gratifying. This means, 
for one thing, the cultivation of eager ex- 
pectations and adventurous attitudes, rather 
than anxious expectations, or safety-first at- 
titudes, in the approach to tasks, but it does 
not mean the elimination of difficulties in 
one’s way, or the avoidance of stressful 
situations. 

Secondly, I would emphasize the very great 
value for emotional health of those childhood 
experiences which encourage the expectation 
of a rough sort of justice, and approximate 
fair play as a regular feature of interpersonal 
relationships. Taking turns is one of the 
clearest examples of training in fair play. 
Some faith in fair play is a necessity for ef- 
fective cooperation with others in meeting 
stressful situations, and such cooperation is 
a necessity for emotional health; but it does 
seem of some importance not to be led to ex- 
pect perfect justice. Some leeway here, some 
allowance for imperfections in self and in 
others, gives room for give and take without 
excessive anxiety or guilt. 

The upshot of this discussion is, therefore, 
that stress is a feature of all meaningful liv- 
ing and that emotional health is developed and 
maintained not by avoiding stress but by cul- 
tivating well-integrated effort in the advance- 
ment of one’s purposes. 
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CLINICAL INVESTIGATION OF CHLORPROMAZINE AND RESER- 
PINE IN PRIVATE PSYCHIATRIC PRACTICE * ? 


A. E. BENNETT, M.D., F. R. FORD, M.D., ano R. E. TURK, M.D., 
Berkevey, Cauir. 


We are reporting our clinical experiences 
with reserpine and chlorpromazine in the 
treatment of 180 private patients with psy- 
chotic and psychoneurotic disorders. Chlor- 
promazine was given in about half the cases, 
and reserpine in about a third ; in about 107% 
one drug and then the other was given suc- 
cessively. In all cases proven psychiatric 
therapies were given as well. Our purpose 
is to define the usefulness of these drugs in 
the treatment of private psychiatric patients. 

Both reserpine and chlorpromazine have 
been utilized in the treatment of many psy- 
chiatric conditions(1, 2). The early en- 
thusiasm(3) has been tempered somewhat 
by later reports(4). Most studies have been 
of the “double blind” variety, with a group 
of patients for controls, and in general no 
formal therapy other than reserpine or chlor- 
promazine has been used. The patients have 
been for the most part chronically and seri- 
ously ill patients on the disturbed wards of 
state hospitals. 

Wide variance in the results reported has 
made drawing of conclusions difficult. It is 
agreed that both reserpine and chlorproma- 
zine are useful in psychiatric disorders and 
in most respects have, despite their different 
chemical structures, similar actions, in par- 
ticular their tranquillizing action without 
hypnosis. It has been found that the effective 
dosage of each must be greater than origi- 
nally thought(5, 6) ; that most cases require 
a rather long period of administration before 
improvement is manifest(7) ; and that with 
chlorpromazine, at least, toxic effects are not 
rare and may even be serious(8). 


1 The chlorpromazine used in this study was sup- 
plied by Smith, Kline and French Laboratories as 
Thorazine. The reserpine was supplied in the form 
of Rau-sed by Squibb & Co. 

*From the A. E. Bennett Neuropsychiatric Re- 
search Foundation and the Department of Psychi- 
atry, Herrick Memorial Hospital, Berkeley, Calif. 
Presented before the Society of Biological Psychi- 
atry, Chicago, Ill., June 12, 1955. 
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METHOD 


The majority of our 94 hospitalized pa- 
tients were started alternately on reserpine 
or chlorpromazine as soon as the diagnosis 
was established. In certain cases the second 
drug was used if the first did not appear ef- 
fective after a few days’ trial. Dosages with 
each drug varied widely, depending on the 
individual patient, but in general at least 
5 mg. im. and 3 mg. orally of reserpine 
every day(6) or 50 mg. i.m. of chlorproma- 
zine q.i.d. were given for the first few days. 
Oral medication was used after sedative ef- 
fect occurred or after an arbitrary number 
of days, usually 10, with reserpine and 3 with 
chlorpromazine. Whatever the effects of 
these drugs, established psychiatric therapies 
were also used as indicated, including electro- 
shock, subcoma insulin, deep coma insulin, 
and psychotherapy, or combinations of these. 

In addition, 86 psychiatric patients seen 
only in office interviews were given either 
drug or each in succession, along with psy- 
chotherapy or EST. With office patients 
reserpine was begun at .25 mg. q.i.d. and 
chlorpromazine at 25-50 mg. 3 or 4 times 
a day, and the dosage was then increased at 
approximately weekly intervals. 

This study of 180 patients covers the 
period May 1954 to April 1955. 


RESULTS 


Of the 94 hospitalized patients, 46 received 
reserpine, 32 chlorpromazine, and 16 each 
drug in succession. Of 86 office patients, 
18 received reserpine, 57 chlorpromazine, 
and 11 each drug in succession. Table 1 il- 
lustrates case distribution in the 180 cases. 

Considered from the standpoint of an 
adjunct to therapy, the drugs have proved 
disappointing in our series. Reserpine or 
chlorpromazine when combined with proven 
psychiatric therapies has not excelled proven 
therapies in producing a quicker or more 
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complete recovery in any diagnostic group, 
except possibly for narcotic addiction. The 
2 patients with narcotic addiction treated 
with chlorpromazine and immediate with- 
drawal of narcotics had no withdrawal symp- 
toms. It is also our impression that 3 of 14 
chronic schizophrenic patients seemed to 
derive more benefit from the combined thera- 
pies than would be expected from only the 
standard therapies. 

Those cases in which the drugs were used 
alternately showed the same clinically ob- 
servable effects, except for 2 cases. One a 
patient with compulsion neurosis, received 
no benefit from 4 weeks of reserpine, but 
had decreased tension and improved sleep on 
chlorpromazine. The other, a patient with 
manic depressive psychosis, hypomanic phase, 
received no benefit from chlorpromazine but 
calmed appreciably with the change to re- 
serpine. Both these patients took the drugs 
only by the oral route. 

Results are more encouraging when viewed 
from the standpoint of improvement of spe- 
cial symptoms. For example, the use, early 
in treatment, of parenteral doses was fol- 
lowed by lethargy in most cases, and in all 
these the symptoms of tension, anxiety, and 
overactivity were diminished. This was less 
true with only oral administration, with 
which the action of chlorpromazine was more 
rapid than that of reserpine. Exceptions to 
these observations included a patient with 
conversion reaction in whom no lethargy oc- 
curred, despite full doses and the simultane- 
ous administration of both parenteral reser- 
pine and chlorpromazine on one occasion. 
One manic patient, 4 with involutional psy- 
choses with agitation, and one with schizoid 
personality with overactivity—5 in all—lke- 


TABLE 1 


DisTRIBUTION OF CASES 
Hospital Office 
Involutional psychosis 23 
Manic depressive disorders and psy- 
choneurotic depression ai 
Schizophrenic reaction 12 
Psychoneurosis 26 
Chronic and acute brain syndrome .. 3 
Drug addiction att 
Character disorders — 
Undifferentiated psychosis I 
86 


wise experienced no lethargy. Probably in 
these cases the dosages were not high enough 
to overcome individual resistances, although 
one patient with involutional psychosis with 
marked agitation did not respond even to un- 
usually high doses. This case is described 
more fully below. 

Push of speech in manic and schizophrenic 
excitements was diminished, but content re- 
mained unchanged in all cases. After the 
initial lethargy, which usually lasted 2 or 3 
days, the symptoms of tension, anxiety, push 
of speech, and overactivity frequently again 
broke through, although not to the degree 
noted before the drug treatment. The in- 
somnia was partially allayed in those acute 
psychotic illnesses in which it was a promi- 
nent feature, but additional sedation was re- 
quired to insure an adequate night's sleep. 
Incidentally, we did not observe that either 
drug markedly potentiated barbiturates in 
the usual doses. On the other hand, we often 
found that the anxiety and mild insomnia 
frequently occurring in patients recently re- 
turned to the home environment responded 
well to small 4-times-daily or bedtime doses 
of either drug. This proved to be of real 
benefit since it helped patients through this 
difficult period without having to resort to 
barbiturates or other hynotics. 

Depression as a symptom complex of 
either psychotic or neurotic proportions did 
not respond to either drug at any dosage 
level. On the other hand, the depression ac- 
companying obsessional thinking was some- 
times benefited indirectly by lessening of psy- 
chic tension, although the obsessional content 
was unaltered. 

These observations apply primarily to 
hospitalized patients, but also describe of- 
fice patients, except for certain aspects that 
deserve special comment. Office patients 
were less disturbed emotionally and smaller 
doses sufficed for subjective or objective ef- 
fect. In some cases, undoubtedly, dosage was 
not pushed high enough. We frequently ob- 
served in office patients an initial improve- 
ment, followed later by a recurrence of symp- 
toms almost to their former intensity. Dis- 
appointingly few patients held their early 
symptomatic gains. 

Perhaps this effect can be explained in part 
as an effect of the publicity given these drugs 
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or of the doctor’s giving something at the 
first visit ; in short, the effect of suggestion. 
Lasting benefit was most often manifested in 
the reduction of the somatic reverberations 
of anxiety, and in the easing of psychic ten- 
sion. The drugs, by giving some early relief 
of symptoms, helped appreciably in the early 
phases of psychotherapy by reducing pre- 
occupation with symptoms and increasing 
confidence in the doctor. 

The fact that some cases with predominant 
anxiety did not respond nearly as well as did 
others cannot as yet be explained. In general, 
from case to case, there was either a marked 
effect on anxiety or none at all. 


SIDE-EFFECTS 


A few serious side-effects occurred in our 
series. Parenteral administration of each 
drug usually produced hypotension and 
lethargy, with essentially the same character- 
istics as reported by other authors(5, 7). 

With reserpine, ankle edema occurred in 
5 cases from a few days to weeks after the 
dosage began. This was benign in that it was 
unaccompanied by other toxic manifestations 
and disappeared upon withdrawal of the drug 
or reduction of the dose. In 3 of the 5 cases 
and in a few others the facies became puffy 
and of a sallow hue. This sign did not dis- 
appear until a week or two after reserpine 
was completely withdrawn but the drug was 
not reduced or withdrawn because of it alone. 
The 2 cases described below showed a dra- 
matic adverse response to the first intra- 
muscular doses of reserpine. An occasional 
patient developed a voracious appetite, which 
declined upon reduction of dosage. Two 
cases treated with reserpine, one of which is 
described, had markedly enhanced electro- 
shock confusion. 

With chlorpromazine treatment jaundice 
occurred in 5 cases, or 4%, the average pro- 
portion in other reports(5). These patients 
recovered within a few days upon withdrawal 
of the drug, change to a “liver” diet, and ad- 
dition of lipotrophic agents. In 2 cases ab- 
dominal pain, nausea, and fever raised the 
question of an obstructive type of jaundice 
and required close observation for possible 
surgery for a few days. One case of rash 
and one of photophobia responded to simple 
withdrawal of chlorpromazine. 


Neither drug seemed to increase the action 
of curare, nor to affect in any way the admin- 
istration of electroshock therapy. One pa- 
tient received daily oral doses of reserpine 
(3 mg.) throughout the course of combined 
deep insulin coma-electroshock therapy, with- 
out any effect on technical aspects of the 
therapy. Several patients received subshock 
insulin along with reserpine or chlorproma- 
zine, again without any change in the physi- 
cal response to the insulin. 


SPECIAL CASES 


Certain cases illustrate points of special 
interest. 


Drug Addiction—G,. R., 47-year-old male, a 
morphine addict who was taking 15 grains daily, 
was immediately withdrawn from morphine and 
given chlorpromazine (50 mg. i.m.) every 6 hours 
and insulin (15 units) once daily. No withdrawal 
symptoms were noted. One year earlier this man 
was treated for morphine addiction without chlor- 
promazine and suffered withdrawal symptoms. 
Chlorpromazine was certainly of marked benefit on 
this second occasion, an observation also made by 
other authors(9). 

In another case, a patient with morphine addic- 
tion and chronic cholecystitis was withdrawn post- 
operatively, without symptoms, by use of chlorpro- 
mazine. We believe chlorpromazine to be very 
valuable in cases of narcotic addiction. 

Cardiac Failure-—There were 2 cases of cardiac 
collapse: A. T., 51-year-old female, with a paranoid 
condition and initial blood pressure of 140/105, was 
given reserpine simultaneously in intramuscular 
(2.5 mg.) and oral (3 mg.) doses. Within 2 hours 
alternate hot and cold sensations developed, with a 
feeling of constriction in the chest, a hacking cough, 
shortness of breath, and apprehensiveness. After 
4 hours, the blood pressure was 122/78. Benadryl 
(10 mg.) was administered intramuscularly, with 
slight alleviation of symptoms. Eight hours after 
administration of reserpine, the blood pressure was 
98/68, and benadryl (10 mg.) was given. [n i1 
hours, the blood pressure was 92/58, and in a1 
hours, 94/60. Neosynephrine (.25 mg.) produced 
a rise in blood pressure to 102/68 in one-half hour, 
and the symptoms improved moderately. In 26 
hours, pressure was 124/70 and the patient was free 
of the acute symptoms. About 4 days later she was 
again given chlorpromazine (50 mg.) every 6 hours 
and became drowsy, but showed no other symptoms. 
The first response appeared to be an acute cardiac 
state with impending collapse. 

W. T., a male, aged 70, on maintenance digitalis, 
had a diagnosis of involutional psychosis with agita- 
tion and paranoid delusions. Blood pressure on 
physical examination was 160/100. A course of 11 
EST during the first month of hospitalization and 
reserpine for the first half of that period brought” 


13 
. ° — “ 


1956] 


A. E. BENNETT, F. R. FORD, AND R, E. TURK 


785 


marked improvement. Thirty-nine days after ad- 
mission he became delusional, overactive, and con- 
fused, and required seclusion. Reserpine (10 mg. 
im. alternating with 10 mg. oral) was administered 
every 4 hours. After the first dose, the blood pres- 
sure which was 144/100, dropped to 94/60 in 5 
hours, and then rose to 110.60 2 hours later. In- 
travenous amytal was given. The patient slept 6 
hours that night. Next day he was periodically 
disturbed, as the reserpine treatment continued, but 
these symptoms cleared gradually over the next 2 
days. On the fourth day the blood pressure was 
80/50 and one dose (i.m.) of reserpine was with- 
held. The next day, when the blood pressure was 
78/50, the intramuscular dosage was discontinued. 
During the latter half of the fifth day the oral 
dosage was reduced (5 mg. every 4 hours) ; on the 
sixth day this dosage was given 4 times a day, and 
was continued until discharge 5 days later. Two 
days before his discharge, the patient suddenly de- 
veloped chest pain. An electrocardiogram was ab- 
normal and an internist diagnosed possible coronary 
infarction. After discharge, the patient was put on 
reserpine (.25 mg. twice daily). When cardiac 
decompensation developed one week after discharge, 
reserpine was discontinued. 


These 2 cases of cardiac failure in elderly 
patients should make for caution in the use 
of reserpine on such patients. Reports on 
chlorpromazine(8, 10) have shown similar 
cases. 

The case of W. T. illustrates the failure 
of reserpine, despite large doses, to control 
disturbed behavior until the third day, It 
seems possible that the lowered blood pres- 
sure caused coronary insufficiency, with the 
development of infarction and decompensa- 
tion. 


Effects in Two Cases.—H. K., 63-year-old male, 
with depression and a psychophysiologic gastro- 
intestinal reaction simulating peptic ulcer, received 
reserpine (2.5 mg. im. and 3 mg. orally simulta- 
neously). Shortly thereafter, he became tense, ap- 
prehensive, complained of severe abdominal pain, 
and had projectile vomiting followed by retching, 
which lasted for 12 hours. The next day, when the 
same dosage of reserpine was repeated, the patient 
complained of abdominal distress, but there was 
no vomiting or retching. Because this patient had 
always been very apprehensive, the psychogenic 
element must be noted but these symptoms were 
unusually severe. In view of reports regarding 
reserpine’s effect on the gastrointestinal tract and 
its activation of peptic ulcer, it appears that reser- 
pine played a part in causing a marked recrudes- 
cence of symptoms. 

R. S., 42, college professor, with manic depressive 
reaction, hypomanic phase, was given reserpine (5 
mg. im. and 3 mg. orally) every day for 10 days, 
and was then gradually switched to oral medication. 
Although he became quite lethargic, he continued 


to manifest push of speech and poor judgment, and 
still required sedation at night. Before electroshock 
therapy was begun, he would at times sleep at night 
for 6 hours without sedation, at other times for only 
2 hours. During the course of electroshock, con- 
fusion did not appear until the day before the last 
treatment, and a day later he was apathetic, pro- 
foundly confused, almost vegetative, and was sleep- 
ing well at night. Reserpine was discontinued. He 
gradually returned to normal intellectual function- 
ing and emotional balance in the following 10 days. 


This case illustrates failure of reserpine to 
control hypomania; whereas electroshock 
therapy brought about a complete remission. 
In addition, the organic reaction exceeded 
that hitherto observed in similar cases re- 
ceiving only 4 electroshock treatments and 
no reserpine. It seems probable that reserpine 
increased the post-treatment confusion in this 
case. 


Chronic Schizophrenia.—H. M., a female, aged 
50, diagnosed as a chronic undifferentiated schizo- 
phrenic, was treated with electroshock therapy; she 
was then hospitalized in a state hospital. During 
the early part of this hospitalization, she received 
a course of electroshock treatment and a partial 
remission resulted. After 3 years she was placed on 
trial visit at a rest home but after only 1 week 
required hospitalization and was brought to our 
department. She was irritable, irresponsible, im- 
pulsive, and unpredictable. Her affect was inappro- 
priate and she used poor judgment. Occasionally, 
she expressed paranoid delusions. She arose at all 
hours, wandered aimlessly around town, planned 
trips to Europe, collared strangers, and insistently 
engaged them in wearisome accounts of her personal 
misfortunes. 

During 3 weeks’ hospitalization, she received a 
course of parenteral reserpine, with gradual transfer 
to exclusively oral administration. She continued to 
receive reserpine (3 mg. orally daily) for 5 weeks 
after her discharge. In the next 3 weeks the dosage 
was gradually reduced because ankle and facial 
edema had developed, along with a modified Par- 
kinson’s syndrome manifested by marked facies, 
muscular rigidity, and stilted gait. For the past 2 
months she has received a single daily dose (1.5 
mg.) and has been seen at weekly intervals. She 
lives at the rest home, where she sleeps well, is 
tractable, adjusts herself better socially, and shows 
no evidence of paranoid delusions or irritability; 
her affect is bland. Her judgment has improved 
and she is no longer impulsive. Her present symp- 
toms simulate those of the postlobotomy syndrome. 


This case illustrates dramatic symptomatic 
improvement in a case of chronic and un- 
manageable schizophrenia which did not re- 
spond to standard psychiatric therapies, but 
did respond well to reserpine. The patient 
was considered a potential candidate for 
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lobotomy before treatment with reserpine 
was begun, The patient who otherwise would 
have had to return to the state hospital can 
now be managed on a parole status. 


DISCUSSION 


The clinical nature of this study and the 
fact that ours is a private psychiatric practice 
dealing largely with depressive reactions are 
important factors to consider in evaluating 
these results, especially since previous reports 
have found neither drug of value in the al- 
leviation of depression, and reserpine can 
even potentiate depression(11, 12). Eco- 
nomic pressures are such with our patients 
that we cannot withhold proven psychiatric 
therapies for more than a few days if newer 
methods require days or weeks to be effective 
(7). Therefore, the duration of administra- 
tion of these new drugs was relatively short. 
In private practice, however, if they are to 
replace standard therapies, they should ma- 
terially shorten the length of hospitalization 
or else greatly improve the safety or results 
of therapy. 

We feel that both drugs have facilitated 
psychotherapy through physiologic relief of 
anxiety, tension, insomnia, or somatic symp- 
toms in certain cases, thus aiding in establish- 
ing rapport and encouraging the patient to 
continue in therapy. These results indicate 
the need for definitive research studies to de- 
termine whether these or allied drugs can be 
combined with an insight type of psycho- 
therapy to shorten therapy in chronic neu- 
rotic patients. 

The clinical nature of this study also in- 
troduces the factor of a combination of 
therapies, thereby making it difficult to define 
the effect of the drugs used. Although this 
is a real defect, a large background of ex- 
perience with established somatic therapies 
gives a usable baseline for clinical evaluation. 

On the basis of our clinical experience we 
have planned a further study of the use of 
these drugs on a selected group of patients, 
particularly cases of acute excitement states. 


CONCLUSIONS 


Both reserpine and chlorpromazine pro- 
duce symptomatic improvement rather than 
alteration of the disease process. Therefore, 


these drugs find their main value as adjuncts 
to standard psychiatric therapies. That is, 
they produce relief of certain symptoms with 
better results than those obtained with seda- 
tive drugs. 

Chlorpromazine is of definite benefit in 
treatment of morphine addiction in that it 
permits sudden and complete withdrawal 
without the appearance of withdrawal symp- 
toms. 

Neither reserpine nor chlorpromazine re- 
places standard therapies in the treatment of 
the usual psychiatric conditions seen in pri- 
vate practice, although it is possible with 
further experience that the duration of treat- 
ment may be shortened by a combination of 
standard therapies and these drugs. 

Symptoms most frequently improved by 
reserpine or chlorpromazine are anxiety, ten- 
sion, schizophrenic or manic overactivity, and 
mild insomnia. Residual obsessional anxiety 
after electroshock therapy is often diminished 
by reserpine or chlorpromazine, thus aiding 
follow-up psychotherapy in these cases. 

A long period of observation in a large 
number of cases is necessary before an ac- 
curate evaluation can be made of the ef- 
fectiveness of these drugs as adjuncts in 
shortening psychotherapy. When combined 
with psychotherapy, they may prove valuable 
in relieving certain symptoms, thus facilitat- 
ing recovery. 

An impression was gained that reserpine 
and chlorpromazine may produce improve- 
ment in some chronic schizophrenic reactions, 
and may replace lobotomy in some instances. 

Although the side-effects are frequent, 
serious toxicity is rare. Neither drug, how- 
ever, is without danger nor should be dis- 
pensed indiscriminately. 

Neither reserpine nor chlorpromazine po- 
tentiates usual doses of barbiturates or curare 
nor complicates electroshock therapy or sub- 
or deep coma insulin therapies. 

Both reserpine and chlorpromazine can be 
considered useful adjuncts to standard psy- 
chiatric therapies in private psychiatric prac- 
tice. 


SUMMARY 


One hundred and eighty private psychiatric 
patients received reserpine or chlorpromazine 
as well as standard psychiatric therapies. Of 
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this number, 94 were hospitalized patients 
and 86 were office (ambulatory) patients. 
Results were disappointing from the stand- 
point of either drug producing a recovery, 
but encouraging in that they were superior 
to barbiturates in producing symptomatic 
improvement in anxiety, tension, manic and 
schizophrenic excitement, and mild insomnia. 
Depression per se was not alleviated by either 
drug. Usually, where one drug was found 
ineffective, so was the other. There were a 
few serious side-effects in our series: jaun- 
dice in 5 patients given chlorpromazine; 2 
cases of cardiac collapse, and several cases of 
ankle and facial edema in those given reser- 
pine. In general, neither reserpine nor 
chlorpromazine appeared to potentiate or in- 
terfere with standard psychiatric therapies. 

Six cases are singled out for special com- 
ment. In 2 cases of morphine addiction 
chlorpromazine administration prevented 
withdrawal symptoms. Alarming cardiac col- 
lapse occurred in 2 elderly patients on reser- 
pine. In another case, exaggeration of 
former gastrointestinal symptoms appeared 
following reserpine administration. In the 
sixth case reserpine failed to control hypo- 


manic symptoms and probably potentiated 
postelectroshock confusion. 


The clinical nature of this study of private 
patients, the large proportion of whom were 
cases of depressive reactions, must be con- 
sidered in the evaluation of results of the 2 
drugs. From this clinical experience a study 
of the use of the drugs in selected cases is 
planned. 
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CLINICAL AND ELECTROENCEPHALOGRAM INVESTIGATION ON 
LARGACTIL IN PSYCHOSIS (PRELIMINARY STUDY) 


A. SZATMARI, M.D., Toronto, Canapa 


The purposeful meaning of homeostatis as 
originally stated by Claude Bernard seems 
to be valid in psychiatry(1, 2, 3). The ability 
to re-establish the “steady state” depends 
partly upon the organization of the auto- 
nomic nervous system, and the role of the 
adrenal cortex, pituitary, and thyroid gland, 
as well as the hypothalamus, is well known. 
In reaction to stress, purposeful complicated 
chain reactions are set up inducing change 
in the hormonal level, as well as in the inte- 
gration in the central part of the autonomic 
neryous system. 

Recent investigations of chlorpromazine 
(Largactil) show that this drug might alter 
the function of the above-mentioned “de- 
fence axis.” In our own investigation of the 
use of Largactil in mental hospital popula- 
tion, we tried to establish a proper indication 
for the drug and to determine the mechanism 
involved in the therapeutic effect. 

Literary data wili not be dealt with here, 
nor the chemical properties of the drug or 
the animal experiments(4-11). 


MATERIAL AND METHOD 


The investigations dealt with inpatients 
at the Ontario Hospital, Toronto. They were 
divided into 2 groups, chronic (87) and acute 
(35), and were further broken down into 
diagnostic categories. The criterion of the 
chronic group was 2 years of continuous 
hospitalization (most were inmates of long- 
standing). The acute cases were recent ad- 
missions, regardless of whether or not this 
was the first breakdown. The literature in- 
dicates much variation in dosage of the drug 
(from 200 to 800 mgm. daily). We felt that 
in a large project dosage must be fairly sche- 
matized. We started with 2 tablets q.i.d. and 
every 3 days increased with 4 tablets, up to 
6 tablets q.id. Each patient stayed for 2 
weeks on this dosage and then it was reduced 
again in 3-day intervals to the minimal dose 
required to maintain the clinical improve- 
ment. This maintenance dosage varied from 
1 to 16 tablets a day. If the patient was very 
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restless the drug was started intramuscularly, 
50-75 mgm. q.i.d. for 3 days, and then the 
oral administration took place beginning with 
2 tablets q.i.d. 

As our patients showed very pronounced 
gross psychiatric symptoms we thought that 
behavior changes could be fairly well ob- 
served. Therefore to establish the clinical im- 
provement we used 4 criteria: general be- 
havior, sleep, delusional activity, and hal- 
lucinations. These criteria could be most 
easily observed by the nursing staff and, al- 
though they do not give fine and exact details, 
a holistic picture of the patient was achieved. 
We used the terms “much improved,” “im- 
proved,” and “somewhat improved.” The 
first meant that the patient was discharged 
or could from a clinical point of view be dis- 
charged (unfortunately, the social circum- 
stances made the discharge impossible at 
times). “Improved” meant that the patient's 
behavior was more or less normal, he did 
not need any sedation, ECT, or restraint, 
was cooperative with the nursing and medical 
staff, although detailed psychiatric examina- 
tion still showed traces of previous psychi- 
atric symptomatology. By “somewhat im- 
proved” we understood that the patient was 
somewhat quieter and more cooperative to 
nursing care but still required close super- 
vision. 


RESULTS 


Chronic Cases (Table 1).—Eighty-seven 
chronic patients previously treated with 
ECT and/or insulin-coma received Largactil 
medication. The average duration of the 
psychosis was 6 years and 4 months and the 
average age 38 years and 3 months. Ten pa- 
tients showed very marked improvement and 
were discharged from the hospital. Some of 
these cases were extremely dramatic, for 
example, a paranoid schizophrenic who was 
sedated most of the time because of her vio- 
lent, aggressive behavior, at present is work- 
ing at a big department store and seems to be 
fairly well adjusted. Another patient re- 
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Manic depressive psychosis................. 
Psychosis with cerebral arteriosclerosis...... 
Involutional melancholia 
onde 
Psychosis resulting from epilepsy........... 
Psychosis secondary to disseminated sclerosis. . 
Psychosis secondary to 


ceived 2 full courses of ECT, insulin-coma 
therapy, and psychotherapy, without any 
marked improvement. She is now living out- 
side with her family, leading the active life 
of a housewife and community woman. A 
third patient who was continuously halluci- 
nating and was completely under the influ- 
ence of auditory hallucinations is working at 
her previous job as check-girl. 

Thirty-two of these patients showed im- 
provement. They are still in hospital but do 
not receive any sedation or ECT, and there 
is no need for wet- or dry-pack therapy. Be- 
fore Largactil treatment, they were on the 
“noisiest” ward, were violent, disturbed or 
maximally seclusive and withdrawn. They 
are at present in the hospital, doing painting, 
are busy in the garden and are extremely 
cooperative, and ready for discharge into 
a protected environment. 

Eighteen showed mild improvement in 
their behavior and, while still showing psy- 
chotic features, do not need sedation, ECT, 
or restraint. Twenty-seven'cases did not 
show any change and no patient became 
worse during the treatment. 

Of the schizophrenics, catatonics showed 
the most marked improvement and hebe- 
phrenics the least. The improvement of one 
catatonic female was extremely dramatic. 

Her condition alternated between wild excitement 
and mutism. On Largactil she became cooperative, 
taking an active part in occupational therapy. Ac- 
cording to the notes of the occupational therapist, 
“Patient has been pleasant, sociable and amenable 
since this group was initiated. She is completely in 
contact with her environment and apparently free 
from her former hallucinations. Her co-ordination 


TABLE 1 


Curonic CASES 


Much Somewhat No 
No. improved Improved improved change 
46 5 17 9 15 
16 3 3 5 5 
8 3 3 
2 I I 
2 I I 
I I 
4 3 I 
I - I 


is slow but her projects are carefully done. Her 
concentration is good. Her memory shows remark- 
able retention in the sing-songs, where she knows 
the words of every song being sung.” On brief 
analysis of the symptoms, it seemed to us there was 
very little improvement in the thought disorder but 
marked improvement in the peculiar schizophrenic 
affectivity due to improvement of the empathy. 
There was also a marked improvement in such 
secondary symptoms as delusions and hallucinations 
and change in the psychomotor behavior. 


In cases of manic depressive psychosis, very 
interestingly, the improvement was not so 
dramatic as would be expected, but con- 
sidering that the chronic type of manic de- 
pressive psychosis(11) has a bad outlook, 
improvement of 6 out of 16 cases is very 
encouraging. 

To eliminate the possibility of increased 
nursing care and attention as a cause for 
improvement, 20 patients received placebo 
instead of Largactil. These patients showed 
no improvement. In other cases of observed 
improvement on Largactil, placebo was sud- 
denly given with immediate reappearance of 
their symptoms. 

Acute Cases (Table 2).—Thirty-five acute 
patients received Largactil as initial treat- 
ment. The average duration of breakdown 
was I year 4 months, average age 22 years 
3 months. Using the same criterion as above, 
of the 35 cases, 3 showed marked improve- 
ment, 17 showed improvement, and 1 showed 
only mild improvement; in 14 there was no 
improvement. Five cases of pseudoneurotic 
schizophrenia became markedly worse, show- 
ing an increased disintegration of body 
image. In 2 cases, a picture suggestive of 
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TABLE 2 


Acute Cases 


Diagnosis 


Schizophrenia 


Manic depressive psychoses................ 


Alcoholic psychosis 

Neurosis 

Involutional melanchoia 
Paranoid state 

Hysterical reaction 

Reactive depression 
Undiagnosed psychosis 
Asocial pathologic personality 


anosgnosia was seen. One patient lost the 
subjective experience of her body, mainly 
of the upper extremities, and was able to 
restore the ideation of her body image only 
on moving her limbs. 

In 44 additional cases, the drug was ad- 
ministered in acute cases, partly as general 
sedation, partly to combat post ECT confu- 
sion and restlessness. In acute restlessness we 
gave fairly large amounts, e.g. 50 mgm. in- 
tramuscularly q.i.d. In most cases this proved 
beneficial, but as soon as medication was 
stopped the restlessness reappeared. We 
thought the drug might be superior to bar- 
biturates because the patient did not sleep 
at the peak of its effect and thus some effort 
could be made to establish the doctor-patient 
relationship. In some cases of restlessness 
(3 acute catatonics) the drug was not ef- 
fective. In a few cases of post-ECT rest- 
lessness the drug proved extremely beneficial 
but such cases are too few to warrant an 
exact opinion about the drug’s usefulness in 
this regard. 

The statistical analysis of our combined 
case material (Table 3) showed that of 87 
chronic cases, 11% were much improved, 
37% improved, 21% somewhat improved 
and 31% showed no change. Of 35 acute 
cases, 9% were much improved, 48% im- 
proved, 3% somewhat improved, and 40% 
showed no change. 

Side-E ffects—Some undesirable side-ef- 


_ Much 
No. improved Improved 


Somewhat No 
improved change 


1 
3 


I 
I 


ls 


fects were observed, such as, hyperthermia, 
orthostatic drop in blood pressure, fainting, 
localized or general skin rash, dryness of the 
mouth, jaundice and pseudo-Parkinsonian 
picture. The chronic cases showed no change 
in temperature, blood pressure, or heart rate. 
In acute cases the average drop in the systolic 
blood pressure was 5 mm. with no change in 
the diastolic pressure ; in 2 cases with hyper- 
tension, pressure returned to normal within 
5 days. Interestingly enough, the systolic 
blood pressure returned to normal first and 
the diastolic pressure followed later. The in- 
creased resistance of chronic schizophrenics 
to drugs (histamine) is well known(12). 
Skin rash was present in 15 cases, mostly 
chronics, and only in females. Assuming it 
is a local allergic reaction, the high keratin 
content of the male skin might prevent the 
intrusion of the Largactil into the deeper 
layer of the skin. The rash was of 2 types: 
(1) redness and itching on circumscribed 
areas of the face, trunk, and fingers, (2) 
edema of the face and hands with marked 
itching and exfoliation. Both conditions could 
be well managed by stopping Largactil for a 
few days and giving instead Phenergen, as 
much as 300 mgm. a day. (A few cases of 
skin reaction occurred among our nursing 
staff, seemingly of a contact-allergic nature. 
In a few cases we had to relieve the nurses of 
administering the drug, because, even with 
the greatest precaution in handling the 


TABLE 3 


StaTisticAL ANALYsIs or ALL Cases 


Chronic cases 
Acute cases 


Much 
improved Improved 
%o 


Somewhat No 
improved change 
% 


37 21 31 
48 3 40 
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chemical with gloves and forceps, the skin 
rash did not disappear, possibly because of 
the pulverization of the drug.) 

Three cases of jaundice were noticed and 
2 cases showed pseudo-Parkinsonian §syn- 
drome. The latter could be stopped by de- 
creasing the medication. 

We observed 2 interesting physiological 
side-effects which, to the best of our knowl- 
edge, have not yet been reported in literature, 
namely, an increase in convulsive activity 
and a decrease in spasticity. In 3 patients 
with general paresis, who had not previously 
had convulsions, repeated convulsive activity 
appeared making it necessary to stop medica- 
tion. In 2 cases of genuine epilepsy, status 
developed ; in another patient, who previously 
had Jacksonian seizures caused by a bullet 
wound in his head, the seizures reappeared. 

Effect on Spasticity.—Previously it was 
found(13) that Parpanit, which is chemically 
somewhat related to Largactil, changes the 
chronaximetric values in rigidity on shifting 
the pathological isochronism to physiological 
heterochronism parallel with the reduction 
of rigidity. In view of this finding, and the 
fact that Largactil markedly decreases the 
muscle artefacts in EEG, electromyogram in- 
vestigations have been initiated on spastic 
patients. Largactil very markedly decreases 
spasticity as expressed in electromyographs 
(14). Our findings confirm experiments 
(Anton Stephens) that during Largactil 
treatment muscle tone decreases (the pa- 
tient molds his body to the bed). It should 
be noted that Largactil, while reducing spas- 
ticity, does not markedly alter the state of 
consciousness. 


EEG FINDINGS 


EEG recordings were made before Lar- 
gactil medication and again at the peak of its 
effect. Fifty mgm. were given intravenously 
and the immediate effect was observed. In 
epileptics it was used as sleep activation. 

In the first case, the EEG did not show 
any marked difference, only relaxation. In 
a few cases the electrical pattern became uni- 
form, around 8 per second, with marked 
synchronization, with the result that the 
characteristic regional electrical pattern dis- 
appeared, Patients who were not cooperative 
before Largactil and whose EEG’s were full 


of artefacts became cooperative and their 
records much clearer. With visual analysis, 
the basic frequency went down, on an aver- 
age, 4 per second with a small increase in the 
voltage. On 50 mgm. Largactil intravenously, 
the EEG showed a fairly fast change: (1) 
marked relaxation; (2) decrease of fre- 
quency on an average 14 per second and 
about 30% increase in voltage ; (3) increase 
in the temporal and parietal 5- to 6-per- 
second activity; (4) at times drowsiness or 
light sleep as described by Loomis et al.(15). 
No spindling could be noted and in this re- 
gard it was quite different from the barbitu- 
rate-induced sleep(16). (5) In epileptics, 
there was increased sensitivity to hyperven- 
tilation and metrazol threshold decreased 
with 2 mgm. per body kgm. (6) In 2 cases 
of temporal lobe epilepsy, anterior spike 
focii could be elicited (Fig. 1). 


DISCUSSION 


On considering the usefulness of any psy- 
chiatric therapy, the following points have 
to be considered: (1) shortening the hospi- 
talization ; (2) increasing the ratio and qual- 
ity of remission; (3) decreasing the read- 
missions. In acute cases, the statistical data 
concerning ECT and insulin indicate that the 
over-all remission is between 25% and 35%, 
but with ECT hospitalization is shortened 
markedly, and with insulin coma the number 
of readmissions decreases, together with a 
better quality of remission. 

Although Largactil has not been used long 
enough to evaluate its usefulness on all 3 
points, our statistics demonstrate a clinical 
improvement in about 50% of acute as well 
as chronic cases. However, Largactil does 
not appear to be the appropriate treatment in 
acute cases. While the psychotic symptoms 
disappear and even patients with marked ex- 
citement become amenable to establishing 
doctor-patient relationship, on stopping the 
medication, the psychotic symptoms reappear, 
prolonging hospitalization. It is well known 
that in chronic cases having more than 5 
years’ continuous hospitalization, the dis- 
charge rate is not more than 1.2%. The im- 
provement rate noted with Largactil indicates 
that it is an extremely valuable tool in the 
treatment of chronic psychosis. 
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Fic, 1A.—Before Largactil—before operation. 
Fic. 1B.-—Before operation—Largactil activation. 
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From a theoretical point of view, 2 inter- 
esting factors must be discussed, namely, 
(1) the different reactions to the drug in 
chronic and acute cases, independent of the 
type of psychosis; and (2) its neurophysio- 
logical effect—increasing convulsive activity 
and decreasing spasticity. 

Chronic schizophrenics tolerate an ex- 
tremely high amount of hormones and drugs 
(17) and there is a marked difference in the 
autonomic integration(18, 19) possibly cor- 
responding to the shock phase versus resist- 
ance, exhaustion of the G.A.S.(20). The re- 
action to Mescaline, L.S.D., or Pervatin is 
also quite different in acute and chronic 
cases. In the latter the reaction will be much 
less(21) or there may be no change ; there- 
fore these drugs could be used for differential 
diagnosis between psychoneurosis and 
pseudoneurotic form of schizophrenia. 

Psychiatric symptoms may be conceived 
as the reaction of the organism to stress, 
(either psychological, physiological, or chem- 
ical). Now, it has been shown that Largactil 
acts by decreasing the so-called catabolic de- 
fences of the organism. The importance of 
sympathetic catabolic hyperreactivity in ini- 
tiating the homeostatic defence against psy- 
chosis is reflected: (1) by an increase in 
sympathetic upward discharge after success- 
ful shock treatment(22), (2) increased pro- 
duction of cortico-steriods(23), (3) by the 
findings of Fischer(24) which show that 
adrenergic blockage is one of the important 
factors contributing to the precipitation of a 
model psychosis. As this defence mechanism 
is biologically valuable, the decrease of the 
defence against stress might increase the psy- 
chosis, as happened in our pseudoneurotic 
form of schizophrenia. It would be too far- 
reaching to speculate upon the mechanism of 
what happened in these cases but as we were 
able to see that the most important feature 
of this process was the disintegration of the 
body image, we might say that on decreasing 
the affect charge of the body, anxiety de- 
creases on one hand and on the other hand 
the body image, being loosely integrated, dis- 
integrates. Similarly, as in infection, Lar- 
gactil, on lessening the natural defences, 
might cause a spread of the process. As long 
as the psychiatric process itself is active, 
Largactil decreases only the defence activi- 


ties against the process but does not act on 
the process itself. Furthermore, in some 
cases it may seem that by decreasing the de- 
fence activities the psychiatric process is 
intensified. In chronic cases where the active 
process is already burned out and the symp- 
toms become more autonomously perpetu- 


ated (regressive symptomatology and rigid 


autonomic responses), Largactil, on decreas- 
ing these reactions, proved to be extremely 
beneficial. 

Two possible explanations can be offered 
as to why Largactil increases convulsive ac- 
tivity: (1) The more synchronized is the 
record, the higher is the possibility of con- 
vulsive discharge(25, 26, 27). (2) Recent 
investigations demonstrate (28) that epilepsy 
is characterized by a very fast turnover 
between parasympathetic and sympathetic 
activity, and the epileptic seizure itself is 
a massive sympathicotonic reaction preceded 
by an increased parasympathicotonic tone 
which reaches the maximum at the moment 
before seizure. Largactil seems to push 
the organism toward the parasympathetic 
side (for instance, in asthma it is contra- 
indicated) and so those patients whose auto- 
nomic integration is characterized by the 
above-noted “abnormality” might react with 
convulsions. 

On what neuronal system Largactil oper- 
ates, we can only speculate. The electro- 
encephalogram investigations of Terzian (29) 
as well as our own show that Largactil might 
act on the so-called reticular system(30) 
by decreasing the activity in the ascending 
as well as descending part. If this system is 
pathologically overactive, anxiety and tension 
are the result. If it is underactive, sleep ap- 
pears and Largactil seems to normalize the 
overactivity of this system. 


SUMMARY 


1. Experimental investigations have been 
carried out with Largactil on chronic and 
acute mental patients. 

2. The over-all improvement in chronic 
cases was 69% and in acute cases 60%. 

3. However, the transitory effects in acute 
cases indicate that while Largactil is ex- 
tremely valuable in chronic psychosis, in 
acute psychotic breakdowns, it has value only 
as a sedative. 
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4. Electroencephalogram investigations 
showed that Largactil markedly decreases 
the muscle artefacts, decreases the frequency, 
and increases the voltage, causing a mild pro- 
gressive synchronization and, in epileptics, 
it lessens the convulsive threshold. 


5. In spastics it decreases spasticity 


through intravenous route, as tested by 
electromyogram. 
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EVALUATION OF CONVULSIVE AND SUBCONVULSIVE SHOCK 
THERAPIES UTILIZING A CONTROL GROUP 


GEORGE A. ULETT, M.D., Pu.D.; KATHLEEN SMITH, M.D.; ano 
GOLDINE C. GLESER, Pu. D.*: * 
St. Louis, Mo. 


This paper is concerned with an evalua- 
tion of photoshock therapy as compared with 
other “shock” methods. It also presents data 
useful in an attempt to explain how treat- 
ments of this kind effect a remission in the 
affective disorders. 

Photoshock was described by Cossa and 
Gastaut in 1949(1) and by O’Flanagan in 
i951(2). A preliminary report on methodol- 
ogy from our laboratories was presented in 
1952(3). The method we use consists essen- 
tially in triggering a generalized convulsion 
by means of an intermittent photic stimulus 
in a patient whose convulsive threshold has 
been lowered by intravenous administration 
of the convulsant drug hexazol. With this 
technique the seizures appear gentler, and 
there seems to be less memory disturbance 
than with conventional electroshock. Sub- 
convulsive treatments can be induced by ad- 
ministering smaller quantities of hexazol and 
by frequently interrupting the light stimulus. 
Since no electrical stimulus is applied to the 
head, the EEG can be recorded throughout 
the procedure and we have found that, in the 
subconvulsive treatments, the generalized 
myoclonic jerking is accompanied by diffuse 
high voltage paroxysmal brain activity. 

Pharmacologically induced seizures, such 
as those produced by metrazol, are not new 
in psychiatry. These were abandoned for a 
number of reasons, such as apprehension in 
the patient, severity of seizures(4), unde- 
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pendability of seizure production, and diffi- 
culties due to repeated administration of the 
convulsant drug. Most of these objections 
have been overcome in the method described 
here by administering only small amounts of 
the convulsant drug and using, in addition, 
photic stimulation. In particular, apprehen- 
sion can be readily allayed, as it is possible to 
use sedation in conjunction with this com- 
bined method. 

This study was designed to determine (1) 
whether convulsive and/or subconvulsive 
photoshock are significantly better than a 
control procedure, and (2) whether they are 
at least as effective as electroshock convulsive 
treatment. In addition to determining the 
efficacy of photoshock treatments, however, 
a study involving several treatments on a 
single sample of matched patients made it 
possible to assess the relative contribution of 
such component factors as the production of 
paroxysmal brain activity, the role of hospi- 
talization, and the role of stimulating brain 
tissue without producing a _ generalized 
seizure. 


PROCEDURE 


A detailed description of the research de- 
sign for this study has been presented else- 
where(5). Briefly, the method consisted of 
treating 4 groups of matched patients, as- 
signed respectively to convulsive photoshock, 
subconvulsive photoshock, electroshock, and 
control. The patients were all regular admis- 
sions over a 2-year period to a 250-bed psy- 
chiatric unit of a large city hospital. A total 
of 84 patients was used, 21 in each group. 
The study was limited to individuals with the 
types of mental illness which are thought to 
respond best to the shock therapies, namely, 
involutional psychotic reaction; manic-de- 
pressive reaction, depressed type; psychotic 
depressive reaction; psychoneurotic depres- 
sive reaction ; first attack acute schizophrenic 
reaction, catatonic type ; and schizo-affective 
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reaction. Patients with chronic brain syn- 
drome and marked deterioration were ex- 
cluded. Two psychiatrists agreed on the 
diagnosis. 

The factors on which the patients were 
matched included : diagnosis, sex, age within 
10 years, education, and whether or not they 
had had previous attacks. Group assignment 
was made by one of our staff members who 
had no clinical contact with the patient. Each 
new patient not matching any previous sub- 
ject was assigned at random to one of the 
experimental groups while one who matched 
a previously assigned patient was placed at 
random in one of the remaining groups. A 
summary of the composition of the groups 
is presented in Table 1. 

In order to minimize the effect of ex- 
traneous factors upon the treatment results, 
the handling of patients in all groups was 
kept as uniform as possible. All patients were 
treated in the morning, 3 times a week, for 
a total of from 12 to 15 treatments. All pa- 
tients (including controls) were sedated by 
means of intravenous sodium seconal to a 
light stage of sleep before being brought to 
the treatment room. Aside from the as- 
signed treatment, no therapy other than 
routine hospital care was given. 

The electroshock treatments were admin- 
istered with Medcraft B-24 equipment set to 
deliver a conventional 60-cycle A. C. stimulus 
with instantaneous onset. The voltage and 
time of stimulation were varied as necessary 


to produce a generalized convulsion (110-170 
volts; 0.5-1.0 seconds). The photo-phar- 
macologic treatments were accomplished by 
means of an electronically controlled crater 
lamp stimulator * producing a square wave 
stimulus with 1:1 light-dark ratio. The lamps 
had an intensity of 40-foot candles when 
placed within 2 centimeters of the eyes in a 
housing designed to cut out ambient light. The 
light stimulus was applied immediately after 
the intravenous injection, over a 30-second 
period, of hexazol (4-cyclohexyl-3-ethyl-1 : 
2: 4-triazole) as a 1% solution of Azozol. 
The dose for each treatment was just suffi- 
cient to sensitize the brain to the light stimu- 
lus. Both convulsive and subconvulsive treat- 
ments were so induced. The latter consisted 
of a few minutes (1 to 5) of generalized 
myoclonic reaction with accompanying par- 
oxysmal brain activity but without a gen- 
eralized seizure or loss of consciousness as 
seen with the convulsive type of treatment. 
One of the psychiatrists, who was not in- 
formed of the kind of treatment the patient 
was getting, evaluated the clinical improve- 
ment at weekly intervals, recorded the mental 
status and scored a Malamud Psychiatric 
Rating Scale(6). An evaluation of progress 
was made 3 days after the last treatment. 
Improvement was rated as: (1) Recovered— 
no residual psychotic symptoms, no marked 


* Manufactured by the St. Louis Instrument 


Engineering Company, Inc. 


TABLE 1 


Sratistics oN Matcuen Groups 


Photoconvulsive 


Photo-subconvulsive Electroshock 
= A. 


Control 


“Male 
2 


Diagnosis 
Schizophrenic reaction 
Involutional psychotic reaction. 28 
Psychotic depressive reaction .. 20 
Psychoneurotic depressive re- 
action 


3 
4 
4 


Previous attack 
Previous treatment 


Mean S.D. Range 


474 15.5 20-66 46.1 163 


Education (grade 


completed) . 77 I-14 76 3.0 


~ 
Female 


Mean 5S. D. 


“Male "Female 
3 
4 
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Femal 
3 
4 
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“Male 
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3 
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“Male Female 


3 
4 
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3 

3 
Range Mean S.D. Range 
20-66 46.4 15.5 17-66 


Mean S.D. Range 
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confusion or hypomania, patient ready for 
discharge ; (2) Markedly Improved—patient 
can be discharged after confusion and/or 
hypomania subside, and if improvement is 
maintained; (3) Improved—definite relief 
from some symptoms, but a few symptoms 
remain, confusion and/or hypomania very 
marked, patient requires protective environ- 
ment; (4) Slightly Improved—symptoms 
slightly relieved, so that patient states he 
feels better, or behavior becomes more con- 
forming ; (5) No Improvement—symptoms 
persist or get worse. The patients were also 
evaluated by psychological tests, the results 
of which will be presented elsewhere. Follow- 
up studies were made at 3- and 6-month in- 
tervals after treatment. 


RESULTS 


Psychiatric Ratings of Improvement at 
End of Treatment.—The ratings of improve- 
ment obtained under each of the treatment 
procedures are presented in Table 2. An 
over-all comparison of treatment results was 
made by means of an analysis of variance 
technique which does not involve the as- 
sumption of normally distributed variates 
(7). This analysis indicated that the treat- 
ments differ in effect at the 5% level of sig- 
nificance. Improvement was significantly 
greater with convulsive photoshock than with 
either the subconvulsive * or the control pro- 


5A test of the patients’ autonomic reactivity to 
epinephrine and Mecholyl has been reported by 
Funkenstein(8) to select patients who react well to 
convulsive therapy and by Alexander(g) to differ- 
entially select those who respond to convulsive as 
opposed to subconvulsive treatment. Forty-one of 
our patients were tested in this manner. There was 
no evidence that our sampling favored good results 
for convulsive over subconvulsive therapy as pre- 
dicted by this test. 


cedure. The 2 convulsive treatments did not 
differ significantly from each other nor did 
the subconvulsive treatment differ from the 
control procedure. The convulsive treat- 
ments combined yielded significantly better 
results (45.2% recovered or markedly im- 
proved) than the nonconvulsive procedures 
(21.4%). The various treatments ranked 
according to the percentage of patients show- 
ing recovery or marked improvement after 
12 to 15 treatments in this sample take the 
following order: photoconvulsive therapy, 
57.1% ; electroshock therapy, 33.3% ; con- 
trols, 23.8% ; and subconvulsive photoshock, 
19.0%. 

Malamud Scale.—As indicated, the psy- 
chiatrist in charge of the patient filled out 
the rating scale each week to aid in evaluat- 
ing the patient objectively. Initial, weekly, 
and final evaluations were all made by the 
same person. The Malamud Scale indicates 
the number and severity of psychotic symp- 
toms, factors not taken into account in match- 
ing the treatment groups. Consequently a 
comparison of these ratings for each group, 
before and after treatment, is of interest. 
The mean and standard deviations of these 
ratings and of the difference before and after 
treatment is contained in Table 3. It may 
be noted again that the average amount of 
improvement was significantly greater for 
the groups under the convulsive therapies 
than for the subconvulsive or control groups. 
It is also evident that the patients treated by 
ECT were more disturbed at the start of 
treatment than were those in any of the 
other groups. This may account for the fact 
that a smaller proportion of those under 
ECT recovered fully than did those under 
photoconvulsive therapy. Thus, while the 
mean rating of residual symptoms was least 


TABLE 2 


ImprOVEMENT SHOWN BY Patients IN Tais Stupy UNDER THE VARIOUS TREATMENTS 


Number obtaining indicated rating 
— 


Percentage obtaining the indicated or a 
higher improvement rating 


Psychiatric 


~ 


Sub- Sub 
rating ECT convuisive Control LC convulsive Control 


Recovered (4) 7 1 
Marked Improvement (3) . 

Improved (2) 

Slight Improvement (1) .. 

No Change or Worse (0).. 


Total Number 


2 3. 48 9.5 
19.0 23.8 

33.3 Bt 

52.3 42.9 

100.0 100.0 


The distributions differ significantly at the 5% level. 
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TABLE 3 
Mean anv PostrreaATMENtT RATINGS ON THE MALAMUD Psycuratric RATING SCALE 


ECT 


A. 


Subconvulsive Control 


Before treatment 
After treatment 


for the photoconvulsive group, the amount 
of improvement was about the same for 
photoconvulsive and electroconvulsive treat- 
ments and, in each case, was significantly 
greater than that for the subconvulsive or 
control group. 

Complications and Confusion.—There was 
no clinical evidence of fracture or dislocation 
in any of the groups studied. 

Our preliminary investigations suggested 
that photoshock caused less confusion to the 
patient than ECT. In order to verify or re- 
fute this, a rating of confusion was made by 
the clinical psychiatrist, again without knowl- 
edge of the treatment the patient had re- 
ceived. Patients exhibiting considerable dis- 
orientation at the end of the treatment series 
were rated as very confused, those showing 
some mild memory disorder as slightly con- 
fused. Eight persons were rated as slightly 
confused—3 each in ECT and photoconvul- 
sive therapy, and 2 in subconvulsive. Nine 
persons were considered very confused of 
whom 7 had had ECT and 2 photoconvul- 
sive treatment. This last difference is signifi- 
cant at the 3% level for a 1-tailed hypothesis. 
Thus the observation that photoconvulsive 
treatment causes less confusion than ECT 
was statistically confirmed. 

Follow-Up Studies —Three months and 
again 6 months after the final evaluation, the 
patients were contacted in order to determine 
their recovery status. Comparison of treat- 


S. D. 
16.4 
23.2 
18.7 


“Mean 
46.5 
31.5 
15.0 


S. D. 
13.6 
25.5 
17.9 


“Mesa 
50.7 
35.1 
15.6 


Ss. D. 
20.2 
22.5 
20.1 


Mean 
57.0 
30.2 
26.8 


ment results on the basis of the 3-month fol- 
low-up was considered particularly impor- 
tant since some patients tend to relapse 
quickly once somatic treatment has stopped, 
while others are difficult to evaluate immedi- 
ately after treatment because of confusion 
and hypomania but may be fully recovered 
once this has cleared. 

Our follow-up studies were somewhat 
complicated by the clinical decision to ad- 
minister further shock therapy to certain of 
the patients following the experimental 
period and after initial evaluation of the re- 
search treatment procedures. For the most 
part such decisions concerned those patients 
who had been in the control or subconvulsive 
groups although as time elapsed some pa- 
tients who had received electroconvulsive or 
photoconvulsive therapy were given addi- 
tional treatments when they showed signs of 
exacerbation or when it was felt that addi- 
tional treatments would enable them to main- 
tain the gains they had made. For such rea- 
sons all 84 patients could not be readily com- 
pared at the 3- and 6-month re-evaluations. 
However, by considering only those who 
received no additional treatment, it was pos- 
sible to obtain a reasonably unbiased com- 
parison, at least between photoconvulsive and 
electroconvulsive treatment. 

The 3-month outcome is shown in Table 
4(a). Those individuals who were at home 
had resumed their former work responsibili- 


TABLE 4(a) 
Fottow-up Strupy or Patients IN TREATMENT SERIES 


ECT Subconvulsive Control 


(a) Three-month follow-up 
Socially recovered 
Partially recovered 
Relapsed 
Unimproved 


Socially Recovered 
Partially recovered 
Relapsed 

Unable to trace 


I 

4 

2 

(b) Six-month follow-up (of those elieainnd prior to 3-month evaluation without additional treatment) 

3 

2 

2 


Number %° Number %* Number 


28.6 

14.3 

9.6 

23.8 0.0 
4 19.0 
14.3 


3 
4 19.0 


* Percentages are based on the 21 subjects comprising the original group. 


PCT 
Mean 8S. D. 
218 
a Improvement (difference) ........ 30.7 24.5 
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ties, and were functioning at their prepsy- 
chotic level were considered complete social 
recoveries, while those who were at home 
but needed a protective environment, ex- 
hibited residual symptoms, or needed medical 
care for various somatic complaints were 
considered partial recoveries. The category 
“relapsed” included all patients who had to 
be re-hospitalized after initial discharge even 
though some of these were returned home 
after a few additional treatments. The un- 
improved were those who exhibited no 
change in symptomatology. The remainder 
of the patients in each group were given ad- 
ditional treatment in the hospital and hence 
could not be used in the follow-up studies 
of the research procedures. 

Seventeen of the 21 patients under photo- 
convulsive and 16 under electroconvulsive 
therapy received no additional treatment. Of 
the photoconvulsive patients 12 were com- 
pletely recovered and 2 partially recovered 
at the end of 3 months; whereas, among the 
ECT patients, 6 were completely and 3 par- 
tially recovered. Substantially fewer sub- 
convulsive and control patients had no fur- 
ther treatment (7 and 6 respectively), but of 
these, 5 in each group were home at the end 
of 3 months. The proportion of total recover- 
ies was significantly greater for the photo- 
convulsive compared with the electroconvul- 
sive group, but the proportions showing total 
or partial recovery did not differ significantly. 

For the 6-month follow-up [Table 4(b) ], 
only those who had actually been discharged 
from the hospital prior to the 3-month fol- 
low-up and had no additional treatment were 
considered. There was a total of 39 such 
patients of whom 16 had photoconvulsive 
treatment, 11 electroconvulsive treatment, 7 
photo-subconvulsive treatment, and 5 were 
controls. Only one of the photoconvulsive 
group, previously partially recovered, had 
relapsed. Of the ECT group, 2 patients who 
had partially recovered at 3 months relapsed, 
and 2 who were completely recovered had 
regressed somewhat. Two of the subconvul- 
sive group had continued to improve at 
home. four of the control group remained 
fully recovered ; the fifth could not be traced. 

The difference between electroconvulsive 
and photoconvulsive treatment for the pro- 
portion of patients fully recovered remains 


significant. Likewise photoconvulsive treat- 
ments remain significantly better than the 
subconvulsive or control treatment in terms 
of percentage fully recovered or percentage 
at home as a direct result of the treatment 
procedure, 


DISCUSSION 


The literature on shock therapy contains a 
large number of statistics on recovery rates. 
These are summarized in several excellent 
reviews(10, 11, 12). The rates vary widely, 
depending to an unknown extent upon: the 
population treated, number and spacing of 
treatments, method and time of evaluation, 
use of concomitant therapies, pre-sedation, 
etc. Because of such variables it is almost 
impossible to locate appropriate data with 
which to compare a new treatment. We, 
therefore, designed our study to be complete 
in itself so that valid comparisons might be 
made among the various treatment proce- 
dures used. Our recovery rates for shock 
therapies may be lower than might have 
been expected but probably reflect the fact 
that our groups included schizophrenics and 
some chronic recurrent depressions and also 
that our research design, unlike that of most 
studies, limited the number of treatments to 
15. 

We emphasized the great importance of 
using a control group. The failure to recog- 
nize the need for controls has too frequently 
ended in misleading results and waste of 
research time and money. The combined use 
of matched groups and controls produced a 
satisfactory design, but one which presented 
sufficient practical difficulties in matching 
that patient procurement, even in a 250-bed 
hospital, prolonged the study over a 2-year 
period. 

In some rare instances it is possible to use 
an individual as his own control, but, in gen- 
eral, this is difficult to arrange. We had one 
case which provided such an opportunity: a 
man who had had convulsive photoshock 
treatment in our laboratory during our pre- 
liminary investigation of this method. He 
was sent home improved and remained fairly 
well for nearly a year when his psychotic 
depressive symptoms returned and necessi- 
tated hospitalization. This time he was placed 
in our control group. To his knowledge he 
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was receiving the same treatment that had re- 
lieved him previously, administered in the 
same way and by the same doctor. Yet, at 
the end of the series he had shown absolutely 
no improvement. After re-evaluation he was 
placed on electroshock therapy, recovered 
after 13 convulsive treatments and was dis- 
charged. For this patient then it seemed 
evident that convulsive treatment was effec- 
tive in relieving his psychotic symptoms and 
that photoshock and electroshock were about 
equivalent in this regard. 

An important decision, which must be 
made in judging the efficacy of any therapy, 
is the length of time a patient must remain 
improved or symptom free, in order that the 
treatment may be considered effective. Inas- 
much as the research problem presented here 
is mainly concerned with comparing one 
treatment with another, it seemed that the 
important point was to keep constant for all 
patients the interval between termination of 
treatment and evaluation. We elected to 


evaluate the treatment results immediately 
after treatment and again within 6 months 
because it is our feeling that the prime pur- 
pose of the shock therapies is not to produce 


complete cure or lasting changes in person- 
ality but rather to bring about a rapid allevia- 
tion of symptoms and to facilitate recovery 
from the acute phase of illness. Hence, in 
our opinion, the constant maintenance of 
mental well-being for many months or years 
following shock can hardly, in fairness, be 
considered as a measure of the effectiveness 
of this mode of therapy. Even follow-up 
studies over a 6-month period, such as we 
have presented, must be interpreted with 
considerable caution for we have no control 
of the environment and the multitude of so- 
cial, economic, and other important factors 
that can affect patients for better or for worse 
once they have left the hospital. 

One motivation for undertaking the pres- 
ent study was the hope of finding some clues 
for further research upon the manner in 
which shock therapy produces symptomatic 
relief from depression. Over 50 theories have 
been suggested(13). They include such fac- 
tors as fear of treatment(14, 15, 16, 17, 18), 
punishment for guilt feelings, cyanosis and 
anoxia with production of brain tissue altera- 
tion( 19, 20, 21, 22), the importance of mental 


confusion(23, 24, 25, 26, 27, 28), the pro- 
duction of slow or paroxysmal changes in the 
brain wave pattern(29), the use of subcon- 
vulsions( 30, 31, 32, 33, 34), the grand mal 
seizure(17, 23, 25, 30, 35, 36), alteration of 
the convulsive threshold(37), temporary 
change in the level of consciousness, and 
others, Our study gives at least partial 
answers to some of these questions. 

The treatment of our patients while they 
were asleep precluded their having any 
knowledge of the treatment procedure and 
eliminated any major element of fear. This 
was true for all except the subconvulsive 
treatment during which the patients awoke 
and then experienced and remembered con- 
siderable dysphoria. This sometimes pro- 
duced an attitude of fear of the treatment 
procedure, which, far from being a positive 
factor for recovery, was, in fact, a deterrent. 
These patients did least well. 

Hexazol is an analeptic and hence with 
photoshock there was considerably less 
anoxia and cyanosis than with conventional 
ECT, yet the photoshock group showed most 
in the way of improvement. Thus it is un- 
likely that anoxia is an important positive 
factor for recovery. Similarly the frequency 
of mental confusion which was carefully 
studied in all groups was not found here to 
be related to improvement. With electro- 
shock a substantial amount of confusion was 
seen. With photoshock there was less clini- 
cally observed confusion and yet it was this 
group which obtained greatest improvement. 

If the production of paroxysmal and slow 
brain wave activity was an important factor 
for recovery, we would have expected to see 
in the subconvulsive group some significant 
improvement beyond that of the control 
group, because the production of periods of 
definite paroxysmal brain wave activity was 
a major aim of this therapy. The subconvul- 
sive group, however, showed no more im- 
provement than the controls. We seem to 
be left, then, with the grand mal seizure itself 
as the important agent in bringing about re- 
mission from affective disorder and although 
we have no clear answer as to why it is 
efficacious, at least we are more sure of some 
of the factors that are of little or no impor- 
tance in effecting relief from symptoms. 

The elevation of convulsive threshold pro- 


“wm 
ae 
+ 
4 
3 
ag 
*y 
3 
x 
= 


1956] G. A. ULETT, K. SMITH, AND G. C. GLESER 801 


duced by shock therapy has received little 
attention as a factor related to remission. A 
recent study from our laboratory (38) showed 
the greatest rise in photo-pharmacologic 
threshold to occur with convulsive photo- 
shock, next greatest with ECT and with little 
or no change following a course of photo- 
subconvulsive treatments. It is of interest 
that this order parallels the increase in 
amount of clinical improvement in the simi- 
larly treated groups of the present investiga- 
tion. In the threshold study mentioned above, 
all patients were chronic paranoid schizo- 
phrenics and showed but little improvement 
in any treatment group. A recent study by 
Leffman and Perlo(37), however, indicated 
that schizophrenics who have been treated by 
various means to a point of improvement 
have higher convulsive thresholds than those 
who were unimproved. Further studies on 
the relationship of improvement with level 
of convulsive threshold would seem indicated. 

The present study demonstrates the im- 
portance of a generalized seizure in treating 
affective disorder. In addition, it suggests 
that convulsions induced by different agents 
may have different modes of action. Thus 
for photoshock the superior recovery rate to- 
gether with the fact that it produced less 
mental confusion could indicate a different 
manner of action within the central nervous 
system. This hypothesis also obtains con- 
firmation from the early work of Kalinowsky 
(39) who indicated that the threshold of 
epileptics to ECT is not low, whereas it is 
generally accepted that the metrazol thresh- 
old of such persons is lower than that of 
controls, 

From the foregoing it would appear worth- 
while to further investigate the specific 
modes and sites of action of various types of 
shock treatment, in an attempt to increase 
our understanding of what factors in the 
convulsion produce remission from the symp- 
toms of psychiatric disorder. 


CONCLUSIONS 


1. Convulsive photoshock is an effective 
treatment procedure. 

2. The convulsive seizure, whether pro- 
duced by electric or photo-chemical means, 
has therapeutic value in the treatment of 
affective psychosis. 


3. Periods of induced paroxysmal brain 
wave activity alone (subconvulsive treat- 
ment) without subsequent convulsion re- 
sulted in no improvement beyond that pro- 
duced by the psychotherapeutic effect of 
routine hospital care. 

4. The amount of postshock confusion is 
not related to recovery and clouds the pic- 
ture when immediate evaluation of treatment 
is desired. Postshock confusion was less 
frequently noted after photoshock than after 
an equal number of electroshock treatments. 

5. Fear of treatment did not play a role 
in producing remission from psychotic symp- 
toms. 

6. Evidence is discussed suggesting that 
convulsions produced by different means may 
have different modes of action in the central 
nervous system thus accounting for differ- 
ences in recovery rate, degree of alteration of 
convulsive threshold, and amount of mental 
confusion. 
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DISCUSSION 


Lotrnar B. Katinowsxy, M.D. (New York 
City ).—I want to congratulate the authors on their 


methodology in this study. The regrettable lack of 
such investigations, on the one hand, and the many 
unfounded statements regarding individual treat- 
ment techniques, on the other hand, are quite amaz- 
ing. Such issues as the use of different types of 
current have been settled too often by reporting 
statistics with some kind of new technique and then 
comparing them with some unfavorable reports on 
other techniques from other investigators with 
different types of material. 

As far as the findings of this study are concerned, 
they bear out some of the facts which have been 
mentioned by many of us on the basis of clinical 
impression. One is the fact that the convulsion is 
the effective agent in convulsive therapy, and that it 
does not matter too much how the convulsion is 
produced. The second interesting fact is that results 
from nonconvulsive treatment do not differ from 
those obtained in control cases who received only 
intravenous barbiturate injections. The still rela- 
tively good figure of 21.4% of recovered and re- 
markably improved cases in the nonconvulsive and 
control group might be explained by the effect of 
the barbiturate, since intravenous barbiturate had 
been given to both groups. I have made this point 
repeatedly, when results for nonconvulsive methods 
were claimed for different types of current which, 
in order to prevent pain, had to be applied under 
barbiturate anesthesia. That controls in this study 
even fared better than nonconvulsive treatments 
is probably incidental. 

Of the two convulsive methods applied, the con- 
vulsive photoshock cases gave somewhat better 
results than the cases with electrically induced 
convulsions. I wonder whether the authors would 
accept the explanation that this superiority might 
be contributed to the pharmacological agent used in 
the photoshock rather than to the photic stimulation. 
It is the impression of some workers, particularly in 
the Brooklyn State Hospital (Bianchi and Chia- 
rello), that metrazol is superior to electric shock. 
Fabing’s use of Coramine with electric shock in ex- 
citement states is also a point in favor of this as- 
sumption. 

I hope that in the big task of evaluating our 
therapies in psychiatry this study will set an 
example. 
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Reaction time studies have demonstrated 
that both mental defectives and psychotic 
patients tend to take longer to respond to a 
signal than do normal persons. By itself 
however, as Rodnick and Shakow point out 
(6), this finding makes only a small contri- 
bution to our knowledge. 


Dissociation from environmental stimulation, lower 
motivation, less intense concentration of attention 
or inability to attain a high level of preparation 
might all contribute to the slower motor response. 
Some of these factors are not directly related to 
the psychosis and may be operative in normal sub- 
jects as well. 


Rodnick and Shakow believe that by compli- 
cating the reaction time situation somewhat 
it is possible to obtain a composite measure 
of several aspects of this function which will 
be of more clinical value than simple reaction 
time itself; and at the Worcester State 
Hospital they and their colleagues have 
labored to devise “set indices” to differ- 
entiate patients from control groups, and to 
assess the effects of drugs on patients. Hunt 
and Cofer(1) say of Rodnick and Shakow’s 
set index that it is “the only score known to 
us that has differentiated any diagnostic 
group from a normal group without any 
overlapping.” More important than its pos- 
sible significance for diagnosis however, ac- 
cording to Hunt and Cofer, is that it demon- 
strates that schizophrenics do not sustain a 
high level of readiness to respond to environ- 
mental stimulation. 

Other studies(2, 3, 4) carried out at the 
Worcester State Hospital have been held to 
confirm these findings, but doubt has recently 
been thrown on them by Knehr(5). In the 
following experiment, carried out with 
chronic schizophrenics in a London Hospital, 
Rodnick and Shakow’s procedure has been 
replicated. A small group of high grade 
mental defectives living in an institution and 


1From the M.R.C. Unit for Research in Occu- 
pational Adaptation, Institute of Psychiatry, Mauds- 
ley Hospital, London, England. 
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a control group of university graduates have 
been tested. 


METHOD 


An attempt was made to repeat Rodnick 
and Shakow’s study as closely as possible. 
Some minor alterations in technique were 
made either because our apparatus differed 
somewhat from theirs, or in order to achieve 
what appeared to be a more satisfactory ex- 
perimental design. The method was as fol- 
lows: 


SUBJECTS 


Schizophrenics.—Subjects were 25 chronic 
schizophrenic men aged 25-35, all of whom 
had been in hospital for more than one year. 
None was receiving any physical treatment 
at the time of the study. Diagnoses by sub- 
type were catatonic 6; paranoid 9g; hebe- 
phrenic 1; simple 6; unclassified 3. 

Mental Defectives.—Ten high grade de- 
fectives were tested, all youths between 16 
and 21 years of age. 1Q’s on the Wechsler 
Bellevue scale ranged from 65 to 83. They 
were at the time of testing getting special 
workshop training to fit them for licence 
from the institution to the community. 

Normal Subjects —Ten colleagues were 
tested. They were doctors and psychologists 
at the Institute of Psychiatry, men of about 
the same age range as the schizophrenics. 


PROCEDURE 


The timing apparatus consisted of an 
electrically operated stop-watch graduated in 
one-hundredths of a second. As a warning 
signal a bell was rung for about one-fifth of 
a second. The reaction time stimulus was a 
light which came from a torch bulb over 
which a paper cap was fitted to provide a 
translucent screen. 

As in the Rodnick-Shakow study the sub- 
jects were given 2 procedures. In one—the 
“regular” —the preparatory interval remained 
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the same for a series of trials before an inter- 
val of another length was presented, In the 
other procedure—the “irregular”—the vari- 
ous preparatory intervals were presented in a 
random manner so that the subject could not 
know what was to be the length of the next 
preparatory interval. The logic of the in- 
vestigation is that in the “regular” procedure 
the subject should be able to react faster, 
since he has more information at his disposal 
and is therefore able to achieve a higher state 
of preparation than is possible in the irregu- 
lar procedure. The difference between the 
reaction times of the 2 procedures is said 
to serve as a measure of the ability of the 
subject to adopt an optimal set under condi- 
tions of the regular procedure. The pre- 
paratory intervals used in this study were 
the same as those used by Rodnick and 
Shakow, viz., 1, 2, 4, 7.5, 15, and 25 seconds 
in length. Following each response by the 
subject there was an interval of 5 seconds 
before the next warning signal was given. 
The trials were as follows: First were 
given half (36) of the stimuli presented 
irregularly in such a manner that as far as 
possible each preparatory interval followed 
every other interval the same number of 
times; and no one interval was presented 
twice running. Subjects were then given 


a 3-minute break, then 12 trials on each of 
the regular series, the order of presentation 
being systematically varied for different pa- 
tients so as to avoid possible “order” effects. 
After each series of 12 trials with a particu- 
lar interval between warning signal and 
stimulus light, subjects were given a I- 
minute break. At the end of the regular 
series there was another 3-minute rest, and 
then the other 36 stimuli in the irregular 
series were presented in a fresh random 
order, The sequence of presentation during 
the irregular series was the same for all 
subjects. 


RESULTs ? 


Table 1 gives the mean reaction times for 
each of the groups tested, together with the 
ranges of mean scores and the significance 
of the differences between means in the 2 
procedures. These data are expressed in 
graphical form in Figure 1. Figure 2 gives 
the comparable data for schizophrenics and 
normal subjects as found by Rodnick and 
Shakow. Comparing data the following 


points may be made: 
1. Both the Worcester sample and our 
sample of normals behave in similar fashion, 


2 An arbitrary maximum of 5 seconds was given 
to any single response. 


TABLE 1 


MEANS AND RANGES or Reaction Times ror SCHIZOPHRENIC, MENTAL Derective AND NorMAL Groups 
or Supyects, ror Lenotus or Fore-Pertops, unpeR RecuLar AND IRREGULAR PRocepURES 


(Times 1n Seconps) 


17-2.14 
.21-2.22 
.21-2.64 
-25-4.03 


Mental defectives n=10 
Regular 
Range diff. 
.16-.77 NS 
.19-.62 NS 
.18-.50 NS 
.20-.67 NS 
.22-.77 NS 
24-61 NS 


—, 
Irregular 


Range 
.20-.66 
-25-.59 
.22-.71 
.22-.67 
.27-.58 


35 29-73 


Normal subjects n=10 


Irregular 


Range 
-23-.37 
.23-.36 
.24-.36 
.26-.35 
.26-.34 
.24-.36 


| 
Schisephrenies 25 
Fore- Regular Irregular 
: a (secs) Mean Range diff. Mean Range Mean 
4 «++. .79 .22-2.71 .30 
472 .24-2.07 .32 
joes 18-266 NS 71 .23-2.17 38 
17-236 NS 65 .23-1.43 
Fore- Regular Sig. 
Soe (secs) Mean Range diff. Mean 
Pray 18-290 P< oor .34 
.20-.37 P< .02 .30 
24-38 P<.02 gt 
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reaction times in the regular series being 
shorter than in the irregular at all intervals 
except the 25-second one. Defectives show 
a somewhat similar pattern of scores, though 
their reaction times are somewhat longer and 
the variability is greater than in the normal 
adult samples. 

2. Both the Worcester study and our own 
find that the schizophrenic patients are 
slower and more variable than healthy con- 
trols. In both cases too the irregular re- 
sponses for schizophrenics are quicker than 
the regular ones if the preparatory interval 
is long (more than 4 seconds). This is the 
most striking finding of both studies, though 
in neither case were the differences statisti- 
cally significant. 

3. The results for the schizophrenic pa- 
tients differ in the 2 studies: in our study 
reaction times were slower and more variable 
than those of the Worcester study; also in 
our study the 2” and 4” reaction times were 
longer than the I-second reaction times 
whereas in the Worcester study the 4” reac- 
tion times were on the average the quickest 
in the schizophrenic group. In an attempt to 
account for these differences our patients 


at 


. . 
moma, 


a 


Fic. 1.—Mean reaction times of 25 schizo- 
phrenics, 10 high grade defectives, and 10 uni- 
versity graduates under regular (R) and irregu- 
lar (1) conditions—present study. 


were divided into 2 groups, a group of 18 
“quick” subjects whose mean reaction time 
for all intervals in both regular and irregular 
series was under one second, and a “slow” 
group of 7 who had one or more mean re- 
action time of more than one second. The 
data, divided in this way, showed the same 
tendency for each group to increase in re- 
action time up to a maximum of 7.5 seconds 
in the regular procedure. No strict explana- 
tion of this discrepancy between our findings 
and the Worcester ones can be given, but 
it is possible that the different conditions of 
testing—either the sequence of presentations, 
or the fact that in the Worcester study the 
presentations were automatically controlled 
whereas our signals were manually operated 
—may have been responsible. The timing of 
the intervals between signal and stimulus 
must have been more accurate in the auto- 
matic set-up, but on the other hand Rodnick 
and Shakow do not appear to have varied 
the order of presentation for different pa- 
tients and it is possible that “fatigue” or 
other effects may have had some influence 
on reaction times. 


ANALYSIS OF REACTION TIMES OF INDIVIDUAL 
SUBJECTS 


Rodnick and Shakow made use of the 2 
main findings of (1) the marked variability 
of response typical of schizophrenic patients, 
and (2) the earlier crossing of the curves, 
to develop composite “set indexes” with 


400 


(sec) 


Fic. 2.—Mean reaction times of schizophrenics and 
controls—Rodnick-Shakow study. 
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which to differentiate the 2 groups. The 
set indexes were as follows: 


First Set Index =4 


Second Set Index = + Mu 


M2R 
+M4R 


Using the first set index the Worcester 
investigators succeeded in differentiating the 
2 groups with only one normal subject falling 
into the schizophrenic group. When they 
added the further weighting, to make the 
second set index, the groups were more 
clearly differentiated and there was no over- 
lap. The same indices were applied to the 
scores obtained by our subjects (Figure 3). 

The results are very similar to those of 
Rodnick and Shakow. The subjects in the 
normal group cluster at the low end of the 
distribution, whereas the schizophrenics are 
strung out to the right. The second set index 
is more sensitive than the first. Defectives 
tend to behave like our control group of 
university graduates, and like the nurses who 
were used as controls in the Worcester study. 
The 2 mental defectives whose scores would 
have placed them in the schizophrenic group 
were, significantly enough, noted in their case 
papers as being markedly schizoid. During 
the test they showed great blocking, and be- 
gan to breathe heavily, and to yawn and rub 
their eyes—in short to behave in a manner 
reminiscent of that described by Pavlov as 
the beginnings of hypnosis in his dogs. This 


M2R 


Fic. 3.—Set index for normals, defectives and 
schizophrenics (for details see text). 


kind of behavior was not seen in such 
marked form in the other defectives, and not 
at all in the schizophrenics or university 
graduates. 

The range of schizophrenic scores, meas- 
ured by the set indexes, is greater in our 
sample than in the Worcester study. Some 
patients gave responses which were more 
abnormal than any in the Worcester sample, 
and 2 patients gave “normal” responses. The 
factor (My) by which the scores are multi- 
plied in the set indexes is responsible for the 
greater scores obtained by some patients in 
our sample, since the range of scores was 
greater. 


DiscussION 


The experiment confirmed the main find- 
ings of the Worcester investigators—viz., 
that the reaction times of chronic schizo- 
phrenics are no quicker when the stimulus 
follows a warning signal after a regular 
period of time (if the interval between the 
warning signal and the stimulus is more than 
4 seconds) than when the interval is irregu- 
lar. Rodnick and Shakow explain this in 
terms of attention. We attempted to test 
alternative hypotheses. No significant find- 
ings emerged but the analyses undertaken 
will be outlined briefly. 

The Blocking H ypothesis.—It seemed pos- 
sible that because of excessive blocking the 
distributions might be very skewed. The 
medians were therefore examined to see if 
the same trend appeared. The results agreed 
with the findings arrived at by using means. 

Fast and Slow Responders.—In 7 out of 
25 schizophrenics the mean reaction time in 
one or more series was greater than I second. 
It seemed possible that these excessively 
slow subjects might have been responsible 
for the differences between the 2 groups. 
Separate analyses were therefore made for 
the 18 “fast” patients and the 7 “slow” ones. 
The pattern of results was the same in both 
cases and only the speed of response differed. 

Fatigue Effects and the Build-up of In- 
hibition —Much work exists to suggest that 
schizophrenics build up inhibition more 
quickly than do normal subjects and that this 
entails a rapid fall-off in performance. The 
data were therefore carefully examined for 
trends. For each interval separately, and for 
both regular and irregular periods, the scores 
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on responses 2 + 3, 5 + 6, 8+9, and 11 + 
12 were compared. Had fatigue or inhibition 
resulting in a decrement in performance been 
responsible for the differences in perform- 
ance in the regular and irregular series, a 
trend in the times of responses would have 
shown itself. No such trend could be 
discerned. 

Individual Protocols.—An examination of 
individual protocols was made to see if sub- 
jects were consistent in their tendency for 
responses to be longer during the irregular 
than during the regular intervals. Such con- 
sistency would have made it possible to com- 
bine scores on the different intervals and 
to attempt to relate individual differences on 
this test to other aspects of behavior. How- 
ever, in only 2 cases were the mean scores 
in the irregular series strikingly and con- 
sistently greater than those in the regular 
series, for intervals of more than 4 seconds. 
The omission of these 2 individuals did not 
change the pattern of responses in any es- 
sential way. 

Our results therefore confirm the Worces- 
ter finding that chronic schizophrenics, on 
the average, in contrast to mental defectives 
and healthy controls, do not profit from the 
regularity of presentation of stimuli, in re- 
action time studies; instead their response 
times tend to be longer in a “regular” series 
of reactions, than in an “irregular” series. 
Our results also support the Worcester hy- 
pothesis that the defect is one of general at- 
tention, rather than due to inhibition or 
fatigue which accumulates during the course 
of the investigation. It is necessary to stress 
these points because, in a recent paper, Knehr 
(5) has “seriously questioned” some of 
Rodnick and Shakow’s findings. Knehr re- 
ports an experiment carried out with a group 
of 11 schizophrenics who were above aver- 
age in mental ability and nondeteriorated. 
Using a quite different procedure to elicit 
reaction times, 2 reaction time intervals only, 
and, presumably, acute cases, he found no 
difference between the pattern of responses 
made by schizophrenics and by a control 
group of his colleagues. (The schizophrenics 
in fact tended to be faster than the controls. ) 
Knehr regards the Worcester results as being 
due in part to the intellectual level of the 
patients. Our findings with defectives con- 
tradict this hypothesis and support the 


Rodnick-Shakow findings. It may be men- 
tioned in passing that Knehr’s study cannot 
be said to bear directly on Rodnick and 
Shakow’s because of the differences in tech- 
nique, in subjects, and in their condition (as 
far as can be gathered from his paper). It is 
evident from his findings however that, as 
might be expected, acute cases are likely to 
behave differently from chronic cases in this 
test. 


SUMMARY 


A study carried out in a London mental 
hospital replicated an experiment by Rodnick 
and Shakow on “set in the schizophrenic as 
measured by a composite reaction time.” 
Subjects were 25 chronic schizophrenics. A 
control group of 10 mental defectives and 
another of 10 colleagues of the writers were 
also tested. Results were similar to those 
obtained by Rodnick and Shakow, in that 
the schizophrenics were slower and more 
variable than the controls. Also unlike the 
controls, the schizophrenics tended to be 
quicker in response when the signals were 
presented at irregular intervals than when 
they were presented at regular ones, if the 
interval between a warning signal and the 
stimulus was greater than 4 seconds. Al- 
ternative hypotheses to account for the find- 
ings were proposed and tested but the results 
are held to confirm Rodnick and Shakow’s 
hypothesis that schizophrenics suffer from 
defects of mental set. 
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BLOOD PRESSURE RESPONSES OF CHRONIC SCHIZOPHRENIC 


PATIENTS TO EPINEPHRINE AND MECHOLYL' 
K. H. GEOCARIS, M.D., anv J. E. KOOIKER, M.D. 


INTRODUCTION AND BACKGROUND 


For many years investigators have en- 
deavored to isolate definitive physiologic 
findings and responses associated with spe- 
cific mental illnesses. During the past 7 
years at the Boston Psychopathic Hospital, 
Funkenstein et al. have been able to establish 
important relationships between autonomic 
nervous system reactivity and changes in the 
course of mental illness. These changes have 
not been found to be specific for any single 
category of mental illness, but are related to 
the prognosis in any case. By observing the 
systolic blood pressure responses to injec- 
tions of epinephrine and of mecholyl in 
acutely psychotic patients they were able to 
establish that certain patterns of response are 
associated with significantly high rates of 
improvement after electroshock therapy. 
Furthermore, certain other response patterns 
are associated with very low rates of im- 
provement(1, 4). 

These investigators tested mentally ill pa- 
tients who had elevated blood pressures. 
They determined the systolic blood pressure 
responses to epinephrine and to mecholyl and 
found that the patients fell into 2 groups, 
those who seemed to be hypersecreting a nor- 
epinephrine-like substance and those who re- 
acted as if they were hypersecreting an epi- 
nephrine-like substance. Sixty-three received 
electroshock therapy. Ninety-three percent 
of those with the epinephrine-like reaction 
improved, while only 17% of those in the 
nor-epinephrine did so(6). In their experi- 
ence with these drugs, the Boston group 
found 6 or 7 characteristic reaction patterns 
of the systolic blood pressure responses. 
They have labeled these Groups I through 
VII. (See Fig. 1 for characteristic curves.) 
Each group was characterized as follows: 

Group I.—Epinephrine: Rise in systolic 
blood pressure in excess of 50 mm Hg. 
Mecholyl: Slight fall in systolic blood pres- 


1 From Winter Veterans Administration Hospital, 
Topeka, Kans. 
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sure with early rise above preinjection level 
and failure to return to the preinjection level 
during the 25-minute observation period 
(Fig. 1). 

Groups II-I1I,—Epinephrine : Rise in sys- 
tolic blood pressure in excess of 50 mm Hg. 
Mecholyl: Moderate or slight fall in systolic 
blood pressure with or without slight rise 
above preinjection level but with establish- 
ment of homeostasis, i.¢., return to prein- 
jection level of blood pressure and mainte- 
nance of it, within the 25-minute observation 
period (Fig. 1). 

Group IV.—Epinephrine : Rise in systolic 
blood pressure in excess of 50 mm He. 
Mecholyl: Moderate fall in systolic blood 
pressure with marked compensatory delayed 
rise before establishment of homeostasis (re- 
turn to preinjection level and maintenance 
of it for 3 to 5 minutes within the 25-minute 
observation period) (lig. 1). 

Group V.—Epinephrine: Rise in systolic 
blood pressure of 50 mm Hg. or less. 
Mecholyl : Fall in systolic blood pressure with 
failure to reach preinjection blood pressure 
level within the 25-minute observation period 
(Fig. 1). 

Group VI.—Epinephrine : Rise in systolic 
blood pressure in excess of 50 mm Hg. 
Mecholy]: Fall in systolic blood pressure with 
failure to reach preinjection blood pressure 
level within 25-minute observation period 
(Fig. 1). 

Group VI1.—In this group are included all 
cases in which a “chill” occurred after 
Mecholyl. A reliable blood pressure curve 
could not be established because of noise 
engendered by the muscular contractures 
during the chill (Fig. 1). 

In 1950 and 1952 these investigators tested 
large groups of patients before and after 
electroshock therapy. Their findings were 
most significant. Eighty-eight percent and 
97% of patients in Group VI and Group VII 
respectively showed improvement, 35% in 
Groups IJ-III improved, and in Groups I, 
IV, and V, about 10% showed improvement. 
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It is also important that Groups VI and VII 
showed blood pressure responses similar to 
those of the subjects who were felt to be 
hypersecreting an epinephrine-like substance, 
As a result of these statistically significant 
studies Funkenstein felt that the prediction 
of the clinical response to electroshock ther- 
apy, on the basis of these physiologic reac- 
tions, was more reliable than prediction made 
on the basis of any single diagnostic category 
or group of diagnostic categories. It must be 
stressed that the grouping of the patient into 
1 of 6 patterns had no specific correlation 
with the clinical diagnosis. However, the 
grouping did not show an entirely random 
distribution, Manic-depressive and other pa- 
tients with affective psychoses tended to fall 
into Groups VI and VII, while schizo- 
phrenics tended to fall into Groups I or II- 
Ill. However, there were several schizo- 


phrenics who were classified into Groups VI 
or VII. Those who were had very high rates 
of improvement with electroshock (over 
90% ), while the schizophrenics who fell into 
a lower grouping showed a much lower rate 
of improvement(1). We shall refer to 
Groups I through V as the “unfavorable 
groups” and Groups VI and VII as the 
“favorable groups.” All of the previously 
reported work on the Epinephrine-Mecholyl 
Test has been done at the Boston Psy- 
chopathic Hospital, where the majority of 
admissions are relatively acute cases, The 
subjects tested by Funkenstein’s group were 
patients who had already been selected to 
receive electroshock treatment. No reports 
have appeared, thus far, describing the ap- 
plication of this technique to chronic cases. 
Our working hypothesis was that very few, 
if any, chronic schizophrenic patients would 
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Fic. 1.—As a result of their studies, Funkenstein et al. classified the systolic blood pressure reactions 
of mentally ill patients as illustrated above. The broken line is the epinephrine response. The dotted line 
is the mecholyl response. Improvement rates as a result of electric shock treatment are included for 
those groups where enough subjects have been studied to make the results statistically significant. 


(Figure after Funkenstein. ) 
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‘fall into groups where the prognosis would 
be favorable for improvement with electro- 
shock therapy. If a considerable number 
of chronically ill mental patients should react 
with “favorable responses,” some doubt 
would fall on the reliability of this test, at 
least so far as its application to chronic cases 
would be concerned. 


METHOD 


Thirty patients from Winter Veterans Ad- 
ministration Hospital, Topeka, Kansas, form 
the basis of this study. They were selected 
on the basis of 2 criteria: (1) a diagnosis 
of chronic schizophrenia; (2) being con- 
tinuously hospitalized for at least 5 years. 

Most of the patients have had electro- 
shock or insulin coma therapy and have not 
shown significant or lasting improvement. 
The test was administered and the results 
recorded by essentially the same method 
described by Funkenstein, Solomon, and 
Greenblatt(1, 4). 

Each patient had been lying in bed in a 
quiet room for at least 30 minutes and sys- 
tolic blood pressure determinations were 


made by the cuff and stethoscope method 
every few minutes. The patients had not 
eaten for at least 2 hours, After a basal sys- 
tolic reading had been determined, the pa- 
tient received 1 cc of isotonic saline solution 
intravenously. Then the systolic blood pres- 


sure was followed for 10 minutes. Next, 
the patient received 0.05 mg. of epinephrine 
intravenously and the systolic blood pressure 
was followed at intervals of 30 to 60 seconds 
until it returned to the basal level.* 

In a day or two, under similar basal condi- 
tions, the patient received 10 mg. of Mecholy] 
intramuscularly or subcutaneously and the 
systolic blood pressure was followed for 


*In half of the cases the systolic blood pressure 
rise in response to injection of epinephrine was be- 
low 50 mm Hg. This is in definite contrast to the 
findings of Funkenstein’s group. A lowered reaction 
to epinephrine may, in itself, be associated with 
chronic schizophrenia, or may represent a poor 
prognostic sign for improvement with electroshock. 
Funkenstein has suggested this in previous work 
and in a personal communication. The grouping 
of each case, therefore, was not judged so much on 
the epinephrine response as on the pattern of the 
Mecholy! curve. 


25 minutes.’ A syringe filled with atropine 
in solution was always on hand whenever 
Mecholyl was being used. During the ad- 
ministration of each drug, it was also noted 
whether the patient showed pallor, anxiety, 
flush, sweating, or a shaking chill. 


RESULTS 


Five cases were discarded from the sample. 
In 3 of these, atropine had to be administered 
intravenously because of cardiovascular com- 
plications from the Mecholyl. The other 2 
were eliminated because they were unco- 
operative to the extent that the data were 
not considered reliable. 

The remaining 25 cases were classified into 
Funkenstein’s blood pressure groups by 3 
independent observers. None of the 25 was 
classified into the favorable groups (Groups 
VI or VIL). Twenty-one (84%) were clas- 
sified into Group II-III, 3 (12%) in Group 
I, and 1 (4%) was in Group V (see Fig. 
2). In 4 of the’ patients the Mecholyl curve 
was very flat, showing no more than 4 to 
6 mm variation from the basal systolic value 
(essentially normal variation). Apparently 
these patients failed to react to the drug; 
however, they were included in Groups II- 
III, although further study may indicate that 
such a “failure to react” should constitute 
another group and that such a group may be 
common only to chronic schizophrenics, since 
such a pattern is not described by Funken- 
stein and his co-workers.* 


* Funkenstein et al. have administered Mecholyl 
intramuscularly without any reported untoward ef- 
fects. In our first few cases we also used the intra- 
muscular route; however, in 3, cardiovascular com- 
plications occurred; in 2 cardiac arrhythmia de- 
veloped, and in 1 a severe hypotension ensued. In 
these cases atropine was administered intravenously 
and prompt recovery was noted. Because of these 
complications and because the manufacturers of the 
drug specifically recommend that Mecholyl should 
not be administered intramuscularly or intrave- 
nously, we gave the drug by the subcutaneous route 
without any complication or undesirable effect. We 
believe that the effect of Mecholyl by the subcutane- 
ous route is the same. The flush following injec- 
tion of Mecholyl subcutaneously occurred as rapidly 
as it did when the drug was injected intramuscu- 
larly. 

*{n a personal communication Funkenstein says 
that he has seen a few cases which showed failure 
to react to the Mecholyl on the basis of the systolic 
blood pressure response. His group placed these 
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Fic. 2.—Graphs showing breakdown into blood 
pressure groups of three series of different test- 
subjects. (Note similarity between distribution of 
normal subjects and distribution of chronic schizo- 
phrenics. ) 


DISCUSSION 


We have indirectly tested the reliability of 
the Epinephrine-Mecholyl Test. Most of the 
earlier work with this test was done at the 
Boston Psychopathic Hospital on relatively 
acute cases, all of whom had already been 
selected to receive electroshock therapy. No 
reports have hitherto appeared describing 
application of this test to the more chronic 
cases. Our working hypothesis was that few, 
if any, chronic schizophrenics with long 
hospitalization would give responses sug- 
gesting a favorable prognosis. Judging by 
all clinical criteria, in none of these patients 
could it be expected that electroshock would 
produce significant improvement. Further- 
more, most of our patients had had somatic 
therapy at some time during their years of 
hospitalization, none with significant or last- 
ing improvement. 

Our original hypothesis has been sub- 
stantiated, since not a single patient gave a 
“favorable” response to the test. The results 


cases in Groups II-III and noted that they did not 
improve with electroshock. Funkenstein has specu- 
lated that the less the response to Mecholyl, the 
poorer the prognosis for improvement with electro- 
shock. 


give support to the reliability of Funken- 
stein’s findings, and indicate that the scope 
of the test may be widened to include its ap- 
plication to chronic mental patients. 

After further evaluation of these data and 
comparison of them with those in previous 
studies, certain striking relationships emerge. 
The distribution into specific blood pressure 
groupings of a series of normals and of the 
25 chronic schizophrenics showed a high 
degree of similarity. Eighty percent of 
normals and 84% of chronic schizophrenics 
were classified into the same group (Groups 
II-III). In Funkenstein’s experience with 
the more acute cases, only 33% fell into 
Groups II-III (Fig. 2). Furthermore, Group 
VI and Group VII responses are rarely seen 
in normals and not at all in the chronic series 
reported here. In contrast, almost half of 
Funkenstein’s cases were in Group VI or 
Group VII. It is evident then that Group 
VI and VII responses, which have been re- 
ferred to as the “favorable” groups, are seen 
almost exclusively in acute mental illnesses, 
not in normals nor in chronic patients. Both 
Group VI and VII were characterized by the 
organism’s altered capacity to cope with 
Mecholyl’s effect on the autonomic nervous 
system, This type of altered reactivity might 
be interpreted to represent a state of physio- 
logical disequilibrium, It is in these cases 
that the prognosis is very favorable. Chronic 
patients, in reacting in a manner similar to 
normal subjects, did not show this evidence 
of physiologic disequilibrium. 

One might speculate that improvement 
with electroshock therapy occurs with a very 
high incidence in those patients who give 
measurable physiologic evidence of dis- 
equilibrium. Conversely, improvement rates 
are very low in those who show no disturb- 
ance of physiologic equilibrium or of homeo- 
static balance. These speculations would as- 
sume that the status of the physiological 
equilibrium is an accurate reflection of the 
status of psychological equilibrium. 

It is not difficult to appreciate, then, that 
chronic schizophrenic patients should give 
physiologic responses similar to those of most 
normal subjects and ones which would re- 
flect a well-equilibrated state. In most 
chronic schizophrenic patients, there is little 
overt evidence of tension or of anxiety in 
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the hospital environment. Furthermore, it is 
characteristic of, if not inherent in, the term 
“chronics,” that the “state” of these patients 
shows little variation or fluctuation. It may 
not be an equilibrium in the sense of a 
healthy equilibrium, but somehow it is an 
equilibrated state, however impoverished it 
may appear to us. To quote Karl Menninger 
(18): 


All symptoms are considered to be reflections of 
the struggle put up by the organism to preserve as 
much of its integrity (as many of its normal func- 
tions) as possible in the face of disruptive forces 
from within. No matter how great the pressure, 
no matter how disruptive its influence, some degree 
of homeostasis is maintained; the living organism 
manages to preserve its existence at some level. 
But certain expensive arrangements have to be 
made, certain sacrifices offered and certain diver- 
sions of energy allowed for. Consider those cases 
who sink into a chronic state of illness and fail to 
recover despite the many forms of therapeutic inter- 
vention attempted. In these cases the drive toward 
recovery seems very feeble. These patients seem to 
be unwilling or unable to make the effort to return 
to their premorbid level of functioning. Perhaps 
there were never enough real gratifications in their 
normal adjustment to warrant such an effort. Per- 
haps the secret gratifications intrinsic in the illness 
are all they can feel assured of, or perhaps the fear 
of their own impulses remain too overwhelming 
for them to deal with. In these cases we seem un- 
able to find any factor potent enough to disturb the 
low level equilibrium of the sickness, and encour- 
age the patient to work toward a more normal level 
of equilibrium. 

Assuming these hypotheses and specula- 
tions to be valid, one could not expect re- 
mission to normality from chronic schizo- 
phrenia in response to electroshock therapy 
any more than one would expect “improve- 
ment” in a normal subject who underwent 
similar somatic therapy. This speculation, 
however, should not be interpreted as an in- 
ference that electroshock has no place in the 
management of chronic mental illness. It is 
not infrequent that various stresses, some 
unbeknown to us, do affect or disturb what- 
ever equilibrium a chronic schizophrenic 
maintains, Frequently, departures of an acute 
nature from the usual behavior of such a 
patient, such as combativeness, panic attacks, 
severe catatonia with refusal to eat, occur, 
and electroshock therapy is given, not with 
expectation of a complete remission but for 
management purposes; the patient usually 


returns to his previous behavior which we 
call his chronic schizophrenic state. 

The information that has been gained from 
the Mecholyl-Epinephrine Test warrants 
further investigation and further applica- 
tion of its technique. Its proven prognostic 
value with electroshock has already been 
applied to lobotomy candidates and though 
the series is short, the results are promising 
(17). It should be applied to other therapies 
and to other groups of patients. If, indeed, 
these or similar accurately measurable phys- 
iologic responses can serve as a reliable re- 
flection of psychological equilibrium, for 
which no accurate criterion or measuring rod 
is as yet available, then we will have a new 
and valuable diagnostic tool which will in- 
crease our understanding of the role of psy- 
chological homeostasis in mental disease. 


SUMMARY 


1. The recent work of Funkenstein, 
Greenblatt, and Solomon on the Epinephrine- 
Mecholyl Test, and on autonomic nervous 
system responses of mentally ill patients, has 
been applied to chronic schizophrenics. 

2. Our hypothesis was that if chronic 
schizophrenics were tested by this technique, 
few would give responses of the type that 
are associated with a favorable prognosis. 

3. Of 25 chronic schizophrenics with pro- 
longed hospitalizations, none gave a “favor- 
able” response. 

4. The responses shown by chronic pa- 
tients gave a distribution pattern practically 
identical with that seen in groups of normal 
subjects. The distribution into groups of the 
more acute cases described by Funkenstein 
et al. differs significantly from both normals 
and chronics. 

5. Hypotheses have been formulated from 
the work of Funkenstein and from the results 
of this investigation which pertain to con- 
cepts of psychological equilibrium and ho- 
meostasis in mental illness. 

6. Our results give support to the reli- 
ability of the Epinephrine-Mecholyl Test. 
Further work with this test should be done. 
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THE PSYCHOTHERAPY OF THE SUICIDAL PATIENT? 


LEONARD M. MOSS, M.D., ano DONALD M. HAMILTON, M.D.? 
New Crry 


To determine the factors responsible for 
the successful therapy of the seriously sui- 
cidal patient, an analysis of the case histories 
of 50 such patients treated at the New York 
Hospital—Westchester Division between 
1934 and 1953 was undertaken. There was no 
doubt of the intensity of the self-destructive 
drive in this group, and only by chance were 
the attempts unsuccessful. 

One patient jumped overboard from a 
destroyer 30 miles from land into shark-in- 
fested waters. Another sustained a hemo- 
pneumothorax and lacerated the liver when 
a knife, plunged into his chest, penetrated 
just below the pericardium. Several were 
revived by intensive medical treatment after 
ingestion of large amounts of sedative or 
after prolonged carbon monoxide inhalation. 
One patient survived a leap from a subway 
platform directly into the path of an oncom- 
ing train. 

Our hospital population consists of patients 
considered acutely ill and potentially recover- 
able, who are above average in intelligence, 
education and economic status. About one- 
fifth (20-25%) of all admissions during the 
period under study were considered poten- 
tially suicidal. Of these, one-quarter made 
attempts during the present illness. About 
one-third of those who made attempts, or 2% 
of all admissions, fulfilled the criteria for in- 
clusion in this study. The 20-year interval 
between 1934 and 1953 was selected so that 
the role of electroshock and other somato- 
therapies could be evaluated. 

Follow-up periods ranged from 2 months 
to 20 years, averaging 4 years for all cases, 
5 years for all surviving cases, and 4 months 
for those who committed suicide. Age ranged 
from 19 to 67 with an equal distribution in 
each decade, and the 3 major religions were 
represented. 

All diagnostic categories of mental illness 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1055. 

*The New York Hospital—Westchester Di- 
vision, White Plains, N. Y. 
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were included, but there was a higher per- 
centage of psychoneurotics (22% vs. 10%) 
and manic-depressives (38% vs. 25%) in 
our series as compared with the percentage 
distribution of the hospital population, and 
a lower percentage of schizophrenics (22% 
vs. 32%). 

Schizophrenic suicidal attempts seemed to 
differ from the others in that they exhibited 
generally bizarre or ambivalent features. The 
attempt usually occurred early in the illness 
when anxiety and bewilderment were prom- 
inent. This drive seemed to be diverted into 
impulsive combativeness or self-mutilation 
as the illness progressed, and as secondary 
psychotic manifestations such as delusions 
and hallucinations became more prominent. 
In only one case was the suicidal attempt in 
response to hallucination. 

In evaluating the precipitating factors, 
there were no characteristic conflicts that 
gave rise to suicidal tendencies. The patients 
seemed to be struggling with conflicts com- 
mon to other people of similar age and cir- 
cumstances, The psychodynamics and sym- 
bolic significance of the suicidal attempt 
could be understood only in relation to the 
individual case. 

In each instance, however, there seemed 
to be 3 coexisting unconscious or partially 
conscious determinants of the act of suicide: 
(1) A promise or hope of greater future 
satisfaction. This took the form of a per- 
manent reunion in death with a lost loved 
one; the forcing of attention or satisfaction 
otherwise unobtainable from the present en- 
vironment; or the pleasure of spite or re- 
venge ; (2) hostility or rage directed toward 
important persons upon whom blame was 
placed for present frustrations, which be- 
cause of guilt, fear, or anxiety became sel f- 
directed ; (3) an expression of hopelessness 
and frustration ; a relinquishing of any pros- 
pect of gaining necessary satisfactions from 
the present environment or reality situation. 

These findings coincide with similar views 
already expressed by others. Bender and 
Schilder(1), discussing suicide in children, 
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describe the suicidal attempt as an effort to 
gain increased love, a punishment against 
frustrating surroundings and a happy, peace- 
ful reunion with a loved object or person. 

Bromberg and Schilder(2), found wishes 
to die frequent in children and suicidal fanta- 
sies common in normal adults. They con- 
clude that the relationship between wish- 
ing oneself dead and a suicidal thought or 
attempt is quantitative rather than qualita- 
tive. 

Zilboorg(3, 4, 5) considers suicide an 
archaic form of response to inner conflict, 
a psychobiologic phenomenon whose force is 
derived from the instinct for self-preserva- 
tion, since through suicide man achieves fan- 
tasied immortality and an uninterrupted ful- 
fillment of his hedonistic or pleasure-seeking 
ideals. 

Thus, the suicidal fantasy is an effort at 
problem-solving, albeit misdirected or un- 
realistic, an effort to gain satisfaction in a 
situation of great emotional stress. 


“THE DEATH TREND” 


The most outstanding and consistent fea- 


ture in the background of our series was the 
occurrence of what we have considered “‘the 
death trend” in 95% of all cases. This in- 
volves the death or loss under drz matic and 
often tragic circumstances of individuals 
closely related to the patient, generally par- 
ents, siblings, and mates. In 75% of our 
cases the deaths had taken place before the 
patient had completed adolescence. In the 
remaining 25% the “death trend” occurred 
later and precipitated the illness. 

Sixty percent had lost one or both parents 
in early life, the majority during puberty or 
early adolescence, the others in childhood or 
infancy. Forty percent lost their fathers, 
20% their mothers during this period. In 
every case of paternal loss, however, the pa- 
tient felt a removal of the mother’s usual 
love and support brought about by a disrup- 
tion of the home after the father’s death. In 
some instances the altered economic status 
of the family necessitated the mother’s work- 
ing and sending the children to live with 
relatives or foster parents. In other instances 
the mother reacted to the death of her hus- 
band with bitterness, often becoming irritable 


with her children, or with immature self- 
centered reactions resulting in a demanding 
rather than a giving relationship with them. 

Death of a parent before or during early 
childhood was frequently followed closely by 
premature and excessive sexual activity, 
sometimes of a homosexual or incestuous 
nature, This became a source of guilt feel- 
ings in later life, interfering with a mature 
heterosexual adjustment. The cases below 
are illustrations. 


A patient lost her father at the age of 2 and was 
sent to live with a series of relatives while her 
mother worked. At 7 she had an incestuous rela- 
tionship with an uncle and shortly thereafter a 
homosexual relationship with an older cousin. In 
adolescence she was described as compulsively obedi- 
ent and religious, hard-working and perfectionistic. 
At 20 she took 5 grains of morphine intravenously 
when she felt there was no meaning to life since 
she could not attract men. 

At the age of 10, a young man lost his “adored” 
father. \|His mother became alcoholic shortly there- 
after, and he, within a few months, had entered 
upon a homosexual relation with a man courting 
his mother. He attempted suicide in adult life by 
gas and by cutting his wrists when he felt rejected 
by a homosexual lover. 


Palmer(6) reviewed background factors 
in 25 consecutive cases of attempted suicide 
and found 84% suffered from the death or 
absence of a parent or sibling; 68% lost a 
parent before the age of 14. Teicher’s(7) 
findings support these statistics. 

In over 60% of our cases the death of 
someone close to the patient was an important 
precipitating factor in the present illness. 
Suicide in the immediate family was found 
among over 25%. 

Wall(8) and Jameison(g9, 10), in review- 
ing the experience of this hospital with pa- 
tients who subsequently suicided, found a sui- 
cide of considerable dynamic influence in the 
family histories of one-third of these pa- 
tients ; for example: 

A 62-year old man had attempted suicide by massive 
overdose of barbiturate. He had lost his wife by 
suicide when she learned she had an incurable brain 
cancer. Five years later his only child died sud- 


denly of a brain tumor, precipitating the suicidal 
attempt. 


The “death trend” was significantly more 
frequent in the patients who made serious 
suicidal attempts than in either of 2 com- 
parable control groups. 
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One control group consisted of 50 patients 
not considered potentially suicidal whose age, 
marital status, diagnosis, and time of admis- 
sion were similar to the cases studied, In a 
second group of 50 patients, all were con- 
sidered potentially suicidal but none had 
made self-destructive attempts. The statistics 
in both control groups were similar. 

The “death trend” was found in only 40% 
of each control series as compared with 95% 
of all seriously suicidal patients. Death of a 
parent before or during adolescence was 4 
times as frequent in the seriously suicidal pa- 
tient. Death as a precipitating factor in the 
present illness was twice as frequent. Suicide 
was rarely found in families of the control 
groups. 

If one assumes that suicidal fantasies are 
possible forms of reacting to intense inner 
conflict and in some way represent problem- 
solving behavior, we may conclude from our 
study that the occurrence of the “death 
trend” in the patient’s background would pre- 
dispose him to act out self-destructive pre- 
occupations. This may shed some light on 
why one individual with suicidal fantasies 
will act upon them with a suicidal attempt, 
while another, with similar fantasies, and 
equal emotional tension, will not. 


“REACTIVATION PHASE” 


Another significant and highly consistent 
finding was the characteristic reactivation of 
the suicidal drive in over 90% of the patients. 
This occurred when the patient was con- 
sidered markedly improved and had the op- 
portunity to come into contact once more 
with the environment in which the illness be- 
gan. The suicidal drive had therefore not 
completely subsided, even when the patient 
was considered convalescent and appeared 
to be relatively free from tension and anxiety. 

Successful management of this reactiva- 
tion is the most crucial aspect of psycho- 
therapy. Since in our series only seriously 
suicidal patients were selected, therapy was 
often “life-saving.” The place of this reac- 
tivation and its treatment will be discussed 
below. 

The course of therapy was divisible into 
3 separate phases—acute, convalescent, and 
recovery—each presenting characteristic 
problems in therapy. 


Acute Phase.—During this phase, therapy 
was directed toward adequate protection, re- 
lief of anxiety and hopelessness, and restor- 
ing satisfactory relationships with others. 
Hospitalization in itself removed the patient 
from the source of many of his stresses and 
afforded some relief from tension. Constant 
observation, necessarily invading every priv- 
acy, by a nursing staff who function as com- 
panions and not just guards, was an absolute 
necessity with the seriously suicidal patient. 
In spite of the patient’s expressed desire to 
be alone, he felt reassured by the presence of 
others. A well-organized program of hospi- 
tal activities, physical and occupational thera- 
pies, lessened the opportunity for solitary 
and depressive ruminations. 

Since the advent of somato-therapies, par- 
ticularly ECT, suicidal attempts by disturbed 
patients in this hospital are one-tenth as fre- 
quent. The acute phase has been significantly 
shortened and productive psychotherapy is 
begun earlier. Relatives are less discouraged 
by a prolonged disturbed period and are 
therefore more willing to cooperate in the 
therapeutic plan. 

The physician, whose role was most inti- 
mate and personal, proved to be the most im- 
portant single staff member in the successful 
therapy of these patients. 

A suicidal attempt is a miscarried aggres- 
sive act directed toward an important figure 
in the patient’s life. Most patients, therefore, 
reacted to having attempted suicide with 
fears of rejection or retaliation, or with 
feelings of guilt or hopeless unworthiness 
for having committed a “cowardly” or “sin- 
ful” act. Thus, the anxiety which preceded 
the suicidal attempt, was increased by anxiety 
aroused by the attempt itself. 

It is of vital importance, therefore, that the 
physician explain to the patient that the sui- 
cidal attempt was an effort to solve an over- 
whelming problem. Hope is held out that 
when the tensions and discomforts are de- 
creased through treatment, and the patient’s 
life situation re-examined, satisfactory solu- 
tions, other than suicide, may be discovered. 

This therapeutic attitude helps bind the 
patient to the physician, tends to reduce guilt 
and fear of retaliation and rejection, at the 
same time directing attention toward possi- 
bilities of future psychotherapy. It was found 
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that a deep, probing approach was best post- 
poned until the convalescent phase when the 
degree of tension and anxiety was lessened. 
Patients in the acute stage were not ready to 
accept new solutions based on specific in- 
sights. 

Face-saving maneuvers with the family 
or employers played an important role during 
this phase. Families and others important to 
the patient were coached on how to approach 
him. His employers, colleagues, and friends 
were frequently contacted and reassured 
about the significance of the illness, and if 
needed, employers were requested to send a 
letter to the patient stating the job would be 
available upon his leaving the hospital. 

Convalescent Phase.—This phase begins 
when the patient is relatively comfortable in 
the protected hospital setting, and continues 
until he comes into contact with the environ- 
ment in which the illness originated. This is 
a phase of active psychotherapy. 

The physician best handled the suicidal 
drive by approaching it directly, uncovering 
the anxiety involved in the precipitating situ- 
ation, the unconscious psychodynamic mean- 
ing of the suicidal attempt, and deeper un- 
satisfied personality needs and _strivings. 
New solutions were then discussed. 

Once the patient became more comfortable 
in the hospital, he tended to avoid painful 
problems by attempting prematurely to leave 
the protective atmosphere he still required. 
This “flight into reality” was a serious com- 
plication of therapy in 25% of all cases, and 
was present in most. It usually occurred 
when the patient was beginning to face his 
cor“icts, but before practical insight had 
bee achieved. It represented resistance, often 
rationalized : ‘‘Now that I feel so much better, 
I’m sure I can handle my problems again.” 
Cooperation of relatives in encouraging the 
patient to remain in therapy was vital. Their 
unconscious attitudes of rejection or hostility 
were often aroused at this time, and too 
often the patient was removed at this most 
inauspicious point, 

Recovery Phase.—The patient, now in 
contact with his original environment, at- 
tempted to cope with the previously frustrat- 
ing situation. This precipitated a reactivation 
in go% of all cases and involved a calculated 
risk. 


Four-fifths of all reactivations occurred 
while the patient was on day or overnight 
visit. A small number were in response to 
events occurring after leaving the hospital, 
either by discharge or against advice. Sui- 
cidal gestures, ranging from concealing 
weapons to successful attempts took place in 
55% of all reactivations. The remainder re- 
sponded with either agitation and conscious 
suicidal preoccupation or symptoms remi- 
niscent of those of the suicidal period but 
without conscious fantasies. 

One patient commented, “I was amazed to 
find that after months of never having felt 
better in my life, I could experience a sudden 
return of those feelings I had when I cut my 
wrists.” As a result of this return of symp- 
toms, the vast majority required increased 
observation, somato-therapy, or curtailment 
of visiting privileges. This reactivation ap- 
pears to be a consistent phenomenon which 
may represent a necessary aspect of the 
working through process, usually leading to 
further insight rather than a relapse to previ- 
ous levels of illness. 

In cases in which a close therapeutic rela- 
tionship existed and the meaning of the sui- 
cidal attempt was understood during the con- 
valescent phase, the reactivation is most likely 
to involve more benign symptoms and there 
is much less danger of the renewed suicidal 
fantasies being acted out. 

A patient often admitted a recurrence of 
such fantasies and stated that he would have 
acted on them if it were not for the feeling 
that he could not let the physician down. He 
usually came to the physician because of the 
rapport that existed; whereas during the 
original suicidal attempt he felt alone and 
deserted. 

Not only should new techniques and solu- 
tions to the patient’s problems be tentatively 
approached during the convalescent state, 
but the reactivation phase must be antici- 
pated, The patient and his relatives must be 
adequately warned and prepared for a re- 
turn of suicidal urges and symptoms. 


FACTORS IN RECOVERY 


Success in recovered cases was most often 
attributable to the therapist’s active interven- 
tion in the patient’s home environment. This 
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should include helping relatives gain insight 
into possible feelings of rejection or hostility 
they may harbor toward the patient. They 
may have great difficulty in accepting either 
the suicidal attempt itself, the patient’s limi- 
tations, or the environmental changes neces- 
sary to the patient’s future health. Often 
intensive psychotherapy is indicated for the 
relatives. 

The therapist cannot function only as a 
mirror in which the patient’s problems alone 
are reflected. Successful therapy requires 
that he involve himself deeply in the patient’s 
personal life. This includes not only an 
awareness of the emotional, social, and cul- 
tural setting of the illness, and a workable 
therapeutic relationship, but equally impor- 
tant, an active therapeutic relationship with 
the patient’s relatives, friends, and business 
associates. 

When there is no clear understanding of 
the factors in the present illness, and when 
the therapeutic relationship is distant or 
casual, the patient remains a serious suicidal 
risk upon reentering his environment no 
matter what degree of clinical comfort and 
confidence he may show. Reactivation under 
these circumstances is most likely to have 
serious consequences. 

An important problem of management is 
the relatives’ discouragement upon reactiva- 
tion of previous symptoms. It is then that 
they may unconsciously reject the patient by 
removing him from the necessary protective 
environment against the advice of the hospi- 
tal. Two-thirds of those leaving without con- 
sent at the time of reactivation suicided. The 
last notes in the chart of one such case are 
quoted : 


At the point when Mr. Z. became willing to discuss 
his feelings toward his wife more freely, he had a 
recurrence of agitation and depressed feelings, and 
urged his wife to remove him from the hospital. 
She did so much against our repeated warnings. At 
home she ridiculed his frequent expressions of in- 
security. She arranged for him to go to a rifle 
range with her for practice even though he remained 
somewhat anxious and depressed. When he ex- 
pressed discomfort and asked for the male nurse to 
be present, his wife belittled his dubious feelings. 
The patient then shot himself with his rifle. 


We found consistently that recovery re- 
quires a major change in the life situation. 
Only 3 recovered cases returned to the same 


environment in which the illness arose with- 
out fundamental changes in the employment 
situation or personal relationships. 

The most common changes, in order of 
frequency, were: (1) Changes in occupation 
or retirement; (2) significant improvement 
in the marital relationship ; (3) emancipation 
from domineering and restricting parents ; 
(4) breaking of unsuitable engagements ; (5) 
six patients changed their psychosexual 
orientation ; 3 young adults matured to stable 
heterosexual interests, while 3 others ac- 
cepted their homosexual orientation ; (6) two 
patients divorced immature and _ sadistic 
mates and two married ; (7) significant wid- 
ening of social contacts, recreations, and 
hobbies. 

Suicidal tendencies remain a serious prob- 
lem until such alterations in the life situation 
develop as a probability for the patient and 
he gains a feeling of hope that new and more 
realistic satisfactions are possible. The re- 
activation usually arises when the patient 
comes into contact with the situation requir- 
ing change. 


FOLLOW-UP 


Each diagnostic category showed about the 
same percentage of recoveries and of sui- 
cides. The majority of recovered patients 
continued treatment for at least 6 months 
after leaving the hospital. The follow-up 
period varied between 1 and 20 years, and 
averaged 6} years. 

Fifty percent of our cases were considered 
recovered and 20% much improved at the 
time of last follow-up. Four remained unim- 
proved and permanently hospitalized. Eleven 
died by suicide; of these, 7 were removed 
from the hospital against advice during the 
acute phase or while in a period of reactiva- 
tion in the convalescent phase. These deaths 
occurred within 2-4 months after removal 
from the hospital and represent casualties of 
the reactivation. Only 2 of the 11 committed 
suicide while still under therapy at this hospi- 
tal, both while on temporary overnight visit ; 
2 died during the follow-up period after 
discharge. 

Of the 37 patients considered recovered 
or much improved at the time of discharge, 
3 had a recurrence of suicidal tendencies. 
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One made suicidal gestures in an illness 12} 
years after hospitalization when disappointed 
in a love affair. She recovered and although 
depressed twice in the next 6 years, has made 
no further attempts. Another committed sui- 
cide 44 years later without premonitory signs 
of emotional illness. The third patient was 
a chronic suicidal problem who finally com- 
mitted suicide g months after the last of 6 
hospitalizations when his wife left him. None 
of these 3 patients had achieved workable 
or effective insight which would have enabled 
him to handle the return of his suicidal 
tendencies. 

Six of the 37 originally considered to be 
successfully treated, with insight into their 
suicidal motivations and a change in their 
life situation, had subsequent psychiatric dis- 
orders ; however, none of these made suicidal 
attempts, nor did they prove to be suicidal 
risks. Depression with retardation, or symp- 
toms of elation replaced the agitation found 
during the original illness. One became an 
alcoholic ; the other 5 recovered after only a 
short period of illness. 

It is interesting to note that the precipitat- 
ing factors for these illnesses included the 
death of persons close to the patients. These 
losses would have served to reactivate sui- 
cidal preoccupations related to the “death 
trend” in the patients’ backgrounds had the 
original therapy not been successful. 

From this study, we conclude that the 
symptom of suicide can be successfully 
treated. 
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DISCUSSION 


O. Spurceon Encitsa, M.D. (Philadelphia, 
Pa.).—Suicide is statistically rated eleventh on the 
list of causes of death but is unquestionably much 
higher since cause of death in these instances is 
frequently hidden. Incidentally, it may be of interest 
to note that suicide occurs twice as frequently in 
physicians as in all other males. 

Some of the authors’ figures tend to modify some 
popularly held beliefs, as for instance, when it is 
shown that the religion of the patients does not pre- 
vent suicidal attempts, the incidence being approxi- 
mately the same among Catholics, Jews, and 
Protestants ; and the highest percentage of suicides 
occurs in psychoneuroses and manic-depressives 
even when compared with the low percentage of 
psychoneuroses that are hospitalized. 

What the authors refer to as the “death trend” is, 
of course, very pertinent. The early loss of a parent 
—father in particular—results in so many cases in 
unfortunate personality development. This exposure 
to death would have at least two important com- 
ponents. First, the fantasies provoked by the death 
of those libidinally invested combined with what 
might be called the suggestibility of death, and 
second, the marked effect of the emotional depriva- 
tion on the developing personality of the patient. 
The suggestibility of death has been described for 
years as resulting from the reading of books or 
newspaper accounts of suicide. The fear that psychic 
suggestion might play a role undoubtedly keeps 
many of our colleagues from discussing suicide with 
the patient lest the discussion itself have a comple- 
mentary effect upon an idea already existing, but 
only germinally, in the patient's mind. 

The emotional deprivation caused by loss of the 
father whether by suicide or otherwise is significant 
in many ways. First, the love of the father is lost 
and, as the authors pointed out, the love of the 
mother may also be lost. This ties in with the great 
loss of self-esteem and the hostility so often found 
in the psychopathology of the suicidal patient. The 
authors make a strong point of meeting the patient's 
need for comfort and finding some solution to his 
“unsentimentality,” which through the years his 
strong unconscious need for comfort, and encourage- 
ment has kept hidden. 

Two things at least have been emphasized here 
which we feel ought to have more widespread dis- 
semination. One, is the recognition that suicide like 
war is an attempted solution to an otherwise in- 
soluble problem. Too many people still feel that a 
suicidal attempt is an incidental occurrence. And, 
second, is the fact that if the psychotherapy is not 
adequately carried out there is a high risk of a 
further attempt at suicide during the reactivation 
phase, when the patient attempts going back to his 
original environment in which he became ill. It 
was rather startling to hear that four-fifths of these 
attempts were made during an overnight or day 
leave. 

The treatment program utilized here indicates 
that, in orderly sequence, the physician should have 
the suicidal patient’s emotional needs adequately 
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taken care of, first in the hospital by means of the 
staff acting as comforting, parental figures. This 
then should be carried into the environmental life of ° 
the patient in conjunction with psychotherapy. This 
paper may be proof of a growing trend in psychiatry 
(of which I personally approve) of dealing more 
adequately with extrinsic factors in the life of the 
patient and not relying so completely upon intrinsic 
factors only. 

The changes necessary in order to bring about an 
adequate solution of the patient’s emotional prob- 
lems indicate the need for a high versatility on the 


physician’s part in dealing with both extrinsic and 
intrinsic factors and points up how much psycho- 
pathology lies behind the suicidal act. Some of this 
psychopathology needs to be made conscious and 
be integrated into the ego. Some of it needs en- 
vironmental modification also as these patients have 
tended to get involved in extremely frustrating 
situations. It has been said that suicide is pre- 
ventable and if the approach described here were 
more widely used, I believe we could soon bring 
suicide to a much lower place in the listing of 
causes of death. 


: 7 
} 
4 
a 
* 
‘ 
F 
; 
: 


PRELIMINARY REPORT ON THE PSYCHIATRIC TREATMENT OF 
PRISONERS AT THE CALIFORNIA MEDICAL FACILITY ' 


NATHANIEL SHOWSTACK, M.D.,? Vacavitte, Catir. 


What has psychiatry to offer in the fields 
of penology and criminology? Can we treat 
the types of abnormalities characteristic of 
prisoners? Can we reduce the rate of re- 
cidivism which has remained constant in 
recent years? Can we help cut down the 
immense cost of crime, which annually 
amounts to more than the entire cost of edu- 
cation in the United States? These are the 
challenges which confront our profession. 

At present 84% of the men in the Cali- 
fornia state prisons have had previous jail, 
juvenile, or prison sentences, and 70% of 
the men executed in the gas chamber at San 
Quentin are recidivists. Karpman(1) states 
that criminality is without exception symp- 
tomatic of abnormal mental states and an 
expression of them. Even though most men- 
tal health experts will not go as far as this, 
they do agree that the prison population 
shows significantly greater emotional devia- 
tion than the general population. At a con- 
ference on Mental Health in California in 
1949,° leading authorities agreed that definite 
psychopathology could be demonstrated in 
nearly all recidivistic prisoners. 

Despite these facts very little psychother- 
apy is available to prisoners. Such therapy 
as is offered consists of mental hygiene 
lectures or discussions, or group therapy of 
the inspirational type. Only 100 of the 8,000 
psychiatrists in the United States are em- 
ployed by correctional institutions, and they 
are located in only 30 of the 48 states. Of 
these 100 less than one-third are employed 
full time.* 

Previous prison reforms have largely been 
concerned with the benefits of good housing, 
clothing, feeding, religion, education, voca- 
tional training, recreation, etc. California 
has been at the forefront in that develop- 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 Director of Clinical Services, California Medi- 
cal Facility, Vacaville, Calif. 

8 Assembled by the now Chief Justice Warren. 

* Correctional Research, publication of United 
Prison Association of Massachusetts: “one full time 
psychiatrist to every 5,500 prisoners.” 


ment, Yet, despite what is considered one of 
the best programs in the United States, a 
high percentage of men who are released 
from these modern prisons commit new 
crimes and are returned to them. 
Challenged by these facts, and recogniz- 
ing the immediate need for specialized medi- 
cal and psychiatric services, the Department 
of Corrections activated on July 1, 1950, in 
temporary quarters at the Navy Disciplinary 
Barracks, Terminal Island,® its “California 
Medical Facility.” According to Section 
6102 of the Penal Code, 
The primary purpose of the Medical Facility shall 
be the receiving, segregation, confinement, treatment 
and care of males under the custody of the Depart- 
ment of Corrections or any agency thereof who are 
either: (1) Mentally ill, or (2) Mentally defective, 
or (3) Epileptic, or (4) Addicted to the use of 
narcotics, or (5) Otherwise physically or mentally 
abnormal, including but not limited to psychopaths 
and sex offenders, or (6) Suffering from any 
chronic disease or condition. 


The Medical Facility is not an ordinary 
prison nor an ordinary hospital. It is a prison 
to the extent that the patients are prisoners, 
serving sentences prescribed by courts and 
subject to the laws and rules which govern 
correctional institutions elsewhere in the 
State. It is a hospital to the extent that prac- 
tically any male prisoner is eligible for ad- 
mission if afflicted with a physical or mental 
disability of such nature as to warrant spe- 
cialized and prolonged care. It differs from 
the usual prison in that special emphasis is 
given to the use of psychological mechanisms 
underlying adverse attitudes and conduct. 
It differs from the usual hospital in that 
many patients are admitted who would not 
be hospitalized elsewhere, particularly those 
regarded as competent and accountable by 
the courts, yet afflicted with borderline men- 
tal disabilities which in the light of their 
histories and conduct constitute a menace to 
themselves or others. In order to safely keep 
and control the population and simultane- 
ously treat their disabilities, usual prison 


*The California Medical Facility was perma- 
nently established in the spring of 1955, at Vacaville, 
Calif. 
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and medical standards are observed, and un- 
usual emphasis is placed on the training of 
personnel. 

The 1,100 patients are a mixture of medi- 
cal, surgical and psychiatric cases, the ma- 
jority of whom are recidivists convicted of 
almost every known type of crime. Some 
of the most difficult problem prisoners in the 
entire California Department of Corrections 
are sent to this hospital prison. 

In September 1950, a group psychotherapy 
program was inaugurated with twice-weekly 
group meetings with 40 or 50 patients in each 
group. As the hospital population and pro- 
fessional staff increased, more group meet- 
ings were conducted weekly. These large 
groups were later broken down into small 
units of about 8 patients each. There are 
75 to 100 group meetings a week, depending 
upon staff available. All groups range from 
6 to 12 patients each, except 2 supportive 
therapy groups of about 30 each, consisting 
of tuberculosis and geriatric cases. 

Of the 1,100 prisoners of various types, 
650 attend group psychotherapy. Most of 
those not in this treatment program are 
elderly men or bed cases. Attendance is vol- 
untary, but certain pressures make attend- 
ance desirable. Prisoners know that the 
parole board looks with favor on progress 
in therapy. They also know that those not 
taking advantage of the group therapy may 
be transferred to other institutions to make 
room for other prisoners who could profit 
from the program. A third pressure is the 
therapy-mindedness of the majority of the 
prisoners, as well as the custodial staff. Such 
initial pressures customarily are considered 
as a hindrance to therapy. However, most 
patients, once involved in treatment, become 
as highly motivated to continue as do patients 
in other settings. With the proper penal en- 
vironment, effective therapy is possible. 

The staff members conducting the groups 
include 2 psychiatrists, 1 general physician 
who handles the tuberculosis and geriatric 
patients, 2 senior clinical psychologists, 2 
senior sociologists, and, when in attendance, 
a psychological intern or resident. Sessions 
last from 1-14 hours. Most of the therapists 
handle from 12-18 meetings a week. As indi- 
cated by their progress, patients are also 
seen individually. 

The psychotherapy program is dynamically 


oriented. It is permissive, allowing the pa- 
tients to express their feelings freely. It is 
not our purpose to describe the goals and 
techniques of therapy which have been de- 
scribed in detail elsewhere(3). Suffice it to 
say, as conflicts are slowly resolved, tensions 
decrease, attitudes change, and energies are 
redirected. Not the least important effect of 
the abreactions is that they serve as “little 
riots,” helping, we believe, to reduce the 
possibility of major ones. Many of the pa- 
tients attend 2 meetings a week in an effort 
to intensify their treatment. The groups vary 
as to age, type of crime, and include all psy- 
chiatric nosological types. The several groups 
consisting of patients who insist they are in- 
nocent are called “Liars’ Clubs” by the others 
who know that most of them are guilty. 
After being in therapy long enough to feel 
sufficiently secure and safe, and when they 
become aware of the motivations behind their 
crimes, many of those who have denied com- 
mitting any crime admit their guilt to them- 
selves and to other group members. 

Occupational therapy plays an important 
part in the program, and some group psycho- 
therapy is conducted by that department. 
Every employee in the facility is therapeuti- 
cally oriented through in-service and on-the- 
job training in which the psychiatric staff 
participates actively. Since the psychiatric 
staff works side by side with custody, there 
has come about a synthesis of divergent 
philosophies; thus the typical frictions be- 
tween custodial and psychiatric staffs are 
reduced. 

The psychiatric staff has also conducted 
weekly round-table discussions with the 
teachers in the educational department, in 
order that they, too, might gain in awareness 
of the emotional problems frequently ob- 
served in their classrooms. Thus, the educa- 
tional program also becomes integrated with 
the total treatment design. Inmates serving 
as attendants are also included in this in- 
doctrination program. This has enabled the 
employees and the inmate attendants to main- 
tain high morale in the hospital and attain 
a better understanding of their own reactions 
to the patients. Thus, the integration of the 
entire program has generated a hospital at- 
mosphere which is rare in prison and has 
resulted in an extremely low number of 
disciplinary infractions. 
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It is still too early to build up statistical 
information from which to draw long-range 
conclusions. However, the results thus far 
achieved indicate a favorable trend. In this 
regard, Ronald H. Beattie(4), Statistical 
Consultant for the California Department 
of Corrections, in evaluating our program, 
states : 

I have examined the suspension rates of the 232 
first paroled releases from your institution during 
the years 1952 and 1953 as of June 30, 1954, and 
have made similar comparisons with releases from 
other institutions. Thirty-four of the 232 Medical 
Facility parolees had been suspended during this 
period ...a rate of 14.7 percent. The proportion 
of suspensions for the other institutions ranged 
from 30 to 35 percent. While this would appear 
to be a most favorable result from the standpoint 
of the Medical Facility, the fact that you handle 
relatively large numbers of sex offenders who on 
the whole have a low violation rate raises the 
question of whether your low rate is due primarily 
to the different type of prisoner you have. We have 
examined the suspensions by type of offense, and 
find that Medical Facility still shows a smaller 
percentage of parolees suspended in most categories 
than do the other institutions including the sex 
offender group. 

The number of cases is really too small to sug- 
gest any final conclusions in this matter, but at the 
moment a trend is indicated that Medical Facility 
cases violate less frequently, at least in the early 
stages of parole, than do parolees from other insti- 
tutions. There are many other aspects we would 
like to look into, but the small number of cases 
prohibits any real analysis at this time. 


Affiliations have been established with the 
psychology departments of the University of 
California at Los Angeles, and the Univer- 
sity of Southern California for the training 
of interns and residents in clinical psychol- 
ogy, and with the University of Southern 
California for the training of occupational 
therapists. The sympathetic cooperation of 
the Los Angeles Psychoanalytic Society has 
also been given. One of their members acts 
as a psychiatric consultant. He visits the 
hospital weekly, sitting in a group with a 
different therapist, observing the latter’s tech- 
nique. In a staff seminar following this the 
session is discussed and interpreted by the 
consultant. At this meeting other items of 
psychiatric importance to the staff are also 
discussed. All of this has resulted in gradual 
improvement in the entire treatment pro- 
gram which is under careful psychiatric 
supervision and control. Custodial officers 
are encouraged to attend these meetings. 


Psychiatrists and therapists are present at 
all disciplinary and other meetings related to 
the patients’ classification, custody, care, 
treatment, and disposition, such as initial 
and post-parole board hearings, etc. Every 
month the psychiatric staff meets to examine 
all patients who are to appear before the 
“Adult Authority,” which is the “Parole 
Board” of the state ; for these meetings each 
therapist presents a medical and psychiatric 
progress report on his patients, and then the 
patient appears in person and is interviewed 
by the staff. The psychiatric staff then dis- 
cusses the case and makes a diagnosis and a 
recommendation, which are included in the 
psychiatric progress report to the Adult Au- 
thority. The latter determine, with the aid 
of this report and the psychiatrist who sits 
with them, various particulars concerned 
with sentence and release. 

This institution is unique in that the usual 
tensions that exist in prisons are markedly 
lessened. Visitors who are familiar with the 
atmosphere of other prisons always remark 
about this. One visiting minister recently 
commented on “the kindly attitude” which 
he observed among the inmates. 

The typical prison rigid uniformity is 
modified in accordance with individual needs 
and differences of the patients. There is no 
coddling. Discipline is firm but individual- 
ized. 

New patients moving into the treatment 
milieu from other prisons are readily ab- 
sorbed in the psychiatric program with the aid 
and indoctrination of their fellow patients, 
unlike other prisons where the leaders are 
the most incorrigible ones. The typical prison 
code of not revealing anything about your- 
self to a psychiatrist or anyone else connected 
with the administration has been greatly un- 
dermined. Some patients can’t stand the re- 
laxed, free atmosphere and become anxious 
because of the apparent lack of restraint, “I 
can’t stand it; it’s too soft; I want to be 
treated like a man.” 

The need for the grapevine, “the rat,” and 
the stool pigeon has been minimized because 
the problems are worked out in the group 
where there is confidence that the matters 
will be handled in such a manner as to not 
involve personal retaliation. The usual efforts 
of prisoners to drive wedges between the 
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professional and custodial staff have been 
singularly unsuccessful, Often in discipli- 
nary meetings the custodial staff would pre- 
fer to get the psychiatrist to handle some 
problem, as one custodial officer said, “it’s a 
better way to get it settled.” They are not 
simply “passing the buck” but are now con- 
vinced that is the best way to handle some 
matters. Recently when two gangs were 
getting ready to fight, the leader of each was 
approached by the captain who told them, 
“See your psychiatrist and get your gangs 
straightened out, or I’m coming out with my 
gang and neither of you will win.” 

Of the 765 disciplinary infractions during 
the 4 years covered by this report, patients 
attending group psychotherapy were involved 
in only 220, whereas those who had never 
received any psychotherapy were behind the 
other 545. 

The psychiatric staff, early in the program, 
became aware that many of the patients leav- 
ing the hospital on parole might need further 
psychiatric treatment. This was brought to 
the attention of the superintendent and the 
Board of Corrections, and it was proposed 
to them that, since facilities in the community 
such as state and private mental hygiene 
clinics had long waiting lists and were not 
familiar with the treatment of prisoners, the 
California Department of Corrections estab- 
lish its own parole outpatient psychiatric 
clinic for the treatment of released prisoners. 
Facts justifying such a clinic and plans out- 
lining costs and methods of operation were 
prepared and presented to the Director of 
Corrections. These were favorably acted 
upon by the legislative auditor and legislature 
of the State of California in 1953. 

Since August 1953, such a clinic, under 
the jurisdiction of the California Adult Au- 
thority, has been in operation in downtown 
Los Angeles for group and individual psy- 
chiatric treatment of parolees. It is believed 
that this clinic is unique. It is expected that 
similar clinics will be opened in San Fran- 
cisco and the other large cities of the state 
as this one proves its worth, 

The clinic is staffed by a psychiatrist, a 
senior clinical psychologist, a senior sociolo- 
gist, a psychiatric social worker, and clerical 
help. All but the psychiatric social worker 
had previously been on the staff of the Cali- 


fornia Medical Facility, where they had re- 
ceived their training, and knew prisoners well 
enough to continue their treatment after 
release from prison. The entire clinic staff 
continues to visit the Medical Facility every 
week to conduct group psychotherapy ses- 
sions with patients who are about to be re- 
leased to the community and the outpatient 
clinic, and to take part in the seminars with 
the consultant. With this integration of the 
hospital and the clinic, patients who have 
progressed satisfactorily in psychiatric treat- 
ment can be recommended to the Adult Au- 
thority for release, with a condition of their 
parole that they attend the parole outpatient 
psychiatric clinic. Several men have actually 
asked to be returned to the facility for 
further treatment because they felt an in- 
crease in their anxieties and were fearful of 
committing another crime. 

With the establishment of this clinic, pris- 
oners are able to return to a more normal 
environment for continuation of psychiatric 
treatment, decreasing the overcrowding and 
the great cost of maintaining men in prison, 
and taking some wives and children off the 
tax-supported relief rolls. The staff of the 
clinic, on the other hand, is able to work 
closely with the parole officers, and by early 
recognition of unfavorable emotional states 
in their patients which might lead to commis- 
sion of crimes, can recommend their return 
to the facility before any acting out occurs. 
This cooperation has averted disaster in sev- 
eral cases and saved the community much 
unwanted and unexpected suffering. 

To summarize, an effective therapeutic 
program within a prison setting, as described, 
is feasible. The results thus far achieved 
indicate a favorable trend in the rehabilita- 
tion of prisoners and a reduction in the rate 
of recidivism. 
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DIAGNOSIS AND TREATMENT OF THE PHOBIC REACTION ' 
WALTER I. TUCKER, M.D., Boston, Mass. 


One of the commonest neuroses seen in 
clinic practice is marked by severe phobic 
reactions with varying degrees of anxiety, 
somatic symptoms, and hysterical and obses- 
sive-compulsive tendencies. This type of 
neurotic reaction has previously been called 
anxiety hysteria, and it occurs when the ex- 
ternal life stress becomes sufficiently severe 
in individuals who have a dependent type of 
personality disorder. 

It occurs most frequently in young wives 
and mothers, is more frequent in married 
than in single women, and more frequent in 
women than in men, The vital statistics of 
100 patients seen over the course of about I 
year is presented in Table 1. 

The only complete study of this syndrome 
was by Terhune({2) in 1949. Otherwise the 
literature abounds in theories of phobias, 
which have been summarized by Terhune, 
and analytic studies of specific phobias on a 
few patients. Terhune emphasized the im- 
maturity of these patients, their inability to 
adjust to responsibility and stress, and the 
need for directive rather than nondirective 
treatment. These principles are supported by 
the present study, but there are other factors 
which are important to emphasize in the 
diagnosis and treatment of this disease. The 
fact that Terhune’s patients were, for the 
most part, hospitalized patients from finan- 
cially privileged families, and that most of 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 


TABLE 1 


Puostc Reaction—Ace Sex 


Under 20 20-29 30-39 40-49~—Ss Total 
Female 
Married 33 66 
Single 


Married 
Single 


Grand Total 3 


those reported here were clinic outpatients 
from all financial levels, may account for 
some differences in the findings emphasized. 

The following case report will serve to 
identify this type of disorder. 


Mrs. M.D., age 23, had been married for 2 years 
and had a son, age 15 months. After the birth of 
her baby she had increasing tension, fatigue, indi- 
gestion, palpitation and insomnia. She began to 
have episodes of extreme anxiety with tremulous- 
ness, weakness, dizziness, and numbness with crying. 
She called these episodes nervous hunger and said 
they were relieved by eating. She sighed frequently 
and complained of difficulty in getting her breath. 
She had phobias of going out alone, of crowds, of 
dying, and of insanity, and was unable to do any 
of her housework. 

Hyperventilation produced all the symptoms of 
which she coraplained during an episode. She had 
a spell during the glucose tolerance test (which was 
normal), and was relieved by reassurance. A com- 
plete physical examination was made, including 
routine blood and urine examinations and stomach 
roentgenograms, all of which were normal. 

Authoritative and detailed reassurance, explana- 
tion of her symptoms with the correction of mis- 
conceptions, the advice to avoid hyperventilation, 
symptomatic medication, and encouragement con- 
cerning activity resulted in immediate improve- 
ment in the acute symptoms. The solution of a 
religious conflict over pregnancy by the acceptance 
of “rhythm” after a talk with her priest helped 
her further. However, she continued to have the 
same symptoms to a lesser and variable extent. 

Her mother had died in childbirth and she had 
been brought up by her grandmother who continu- 
ally insisted that her father was a terrible man and 
was responsible for her mother’s death. She had 
been sickly as a child and her grandmother had 
restricted her activity for the reason that “she 
almost died once.” The grandmother still tele- 
phoned her every day, she still saw the grandmother 
frequently, and was still seeking her affection and 
approval which she had never had. 

Although this patient originally seemed an ex- 
tremely immature personality, she undertook the 
responsibility for better understanding herself and 
was able to follow directions for the improvement 
of her adjustments in spite of symptomatic distress. 
Remissions and exacerbations of her symptoms oc- 
curred over a period of 8 months, but she finally 
achieved a fairly stable condition with rare symp- 
toms and good functional capacity. She developed 
fair insight, was able to emancipate herself from 
her grandmother’s influence and modify some of her 
attitudes, resulting in a better acceptance of the 
female role and a better adjustment to her husband 
and child. 
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DIFFERENTIAL DIAGNOSIS 


This condition must be differentiated from 
physical as well as other neurotic disorders. 
The somatic complaints may be treated as 
an organic disease, which only fixes the 
symptoms, or the patient may be dismissed 
as being “just nervous,” without being con- 
vinced of the absence of organic disease and 
without advice as to what to do about it. The 
patient will “go the rounds” from one doctor 
to another, getting conflicting opinions and 
advice which serve to increase and fix the 
anxiety and confusion. 

A previous paper(3) pointed out how the 
hyperventilation syndrome can be confused 
with various organic conditions such as epi- 
lepsy, pheochromocytoma, brain tumor, hy- 
poglycemia, cardiac and gastrointestinal dis- 
orders. Lewis(1) recently has written on 
the importance of hyperventilation. Inasmuch 
as hyperventilation tendencies are present to 
some extent in almost every case, the same 
difficulties in differential diagnosis may exist. 
The first necessity, then, is to institute studies 
sufficient to convince not only the physician, 
but also the patient, as to the absence of 
organic disease. In addition to a complete 
physical examination there may be need for 
roentgenograms, an electrocardiogram, gas- 
trointestinal studies, an electroencephalogram 
or a glucose tolerance test. 

It is also important to differentiate this 
syndrome from the obsessive-compulsive neu- 
rosis, which is much less amenable to treat- 
ment and has a much poorer prognosis. The 
patients who are suffering from the phobic 
reaction may have some obsessive-compulsive 
tendencies which are not outstanding or dis- 
abling, and the development of the phobic 
reaction can be attributed to some acute or 
cumulative life stress. The obsessive-com- 
pulsive neurotic with phobias usually has a 
long history of such symptoms of varying 
severity not necessarily attributable to any 
specific stress. 


HYPERVENTILATION 


A tendency to hyperventilate often occurs 
in association with the acute anxiety or 
phobic episodes. This is usually the reaction 
to a feeling of oppression in the chest or of 
acute suffocation and air hunger. There may 


be only an increase in sighing respirations, 
but at times there may be an acute hysterical 
reaction with gasping for breath, crying, and 
screaming, which alarms not only the patient 
but the family as well. Often the patient 
is not aware of overbreathing, but the hus- 
band or others can usually verify this. Symp- 
toms cemplained of most commonly are fear, 
weakness, palpitation, tremulousness, sweat- 
ing, faintness, and numbness of the extremi- 
ties and the face. Actual fainting may occur 
(which is an hysterical reaction), or cardiac 
or gastrointestinal reactions may be promi- 
nent, making differential diagnosis a problem. 
Crying may follow a short period of hyper- 
ventilation. 

It is important to have the patient volun- 
tarily hyperventilate, to aid both diagnosis 
and treatment. The response helps to differ- 
entiate the symptoms from other disorders. 
As an entering wedge for treatment it is of 
great help to be able to demonstrate to the 
patient how symptoms similar to the attacks 
can be produced by voluntarily overbreath- 
ing. This helps her to realize that her own 
actions and reactions can have a bearing on 
the production of symptoms. She is advised 
to try to avoid hyperventilation with any 
subsequent attack, and thus is supplied with 
a task to perform to help herself rather than 
to continue feeling completely helpless and 
succumbing to fear and panic. 


PHOBIAS 


The patient is full of fears. There are 
almost always fears of some serious organic 
disease such as cancer, brain tumor, or heart 
disease, and almost always a fear of insanity 
or “cracking up.” It is necessary to determine 
what fears exist in order to institute specific 
studies to try to relieve the patient. Fears 
regarding health are often irrational or 
morbid and remain in spite of reasonable re- 
assurance, and thus constitute phobias. 

Many other phobias commonly are present. 
A phobia of going out alone may cause the 
patient to restrict herself entirely to the 
home, not daring to leave the premises alone. 
She is afraid that she will have an attack, 
will faint, have a stroke, die, or that she will 
“crack up.” In spite of the fact that none 
of these things has ever occurred and she is 
reassured that they will not, the phobia re- 
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mains. If she attempts to go out alone, an 
acute anxiety reaction occurs and starts the 
train of events leading to hyperventilation, 
secondary fears, and hysterical reactions. 
There may commonly be phobias of crowds, 
of going to the theater or to church, to a 
restaurant or on a subway, and the same 
fears of what may happen exist. There may 
be a phobia of high places with a fear that 
she may jump off, or that she may other- 
wise injure or kill herself. This is some- 
times interpreted as a suicidal tendency ; 
however, it is really not a desire or impulse 
to self-destruction but only a fear of it. 
There is a vast difference, and I have never 
known such a patient to do anything to harm 
herself in these instances. Another common 
phobia is a fear of harming the children or 
others, so that the sight of knives or other 
weapons produces an anxiety reaction. This 
likewise is not a conscious impulse to harm 
anyone, but only a fear that such may occur, 
nor have I ever known such a patient to 
harm anyone. 


DYNAMICS 


The primary difficulty, an immaturity in 
personality development, with a dependent 
relationship to the parents, was apparent in 
77 of the 100 patients. The overt neurotic 
reactions develop when the strain of adjust- 
ment to responsibilities becomes too great. 
This is, of course, a matter of degree. There 
may be relatively slight personality difficulty, 
but a great deal of strain, such as the prob- 
lem of an alcoholic husband, financial in- 
security, annual pregnancies, and the influ- 
ence of a neurotic mother. Or there may be 
a marked personality defect with overt neu- 
rotic symptoms from an early age and very 
little environmental strain. However, a prob- 
lem almost always exists in the relationship 
with the parents, usually the mother, and the 
relationship is ambivalent. There is un- 
healthy dependence on the mother, which 
ranges from cormplete dependence on a com- 
pletely dominant mother, to a fear of doing 
anything of which the mother does not ap- 
prove—a dependence on the mother’s ap- 
proval. At the same time, there is usually 
some degree of resentment and rebellion in 
the relationship with the mother. The back- 
ground is that of insecurity in childhood as 


a result of parental strife, lack of parental 
affection, overprotection and overcriticism 
by parents. The result is an adult patient 
still seeking approval and affection from the 
parents, which will never be given. There 
is also frequently an acquisition of unhealthy 
marital attitudes from the mother, such as 
rejection of sexual activity, fear of child- 
birth, the martyr attitude toward the role 
of a wife and mother, and resentment toward 
men for placing her in such a role. The hus- 
band may be identified with the father, with 
resentments and hostility transferred to him, 
and demands made on him to treat her as a 
child and give her what she had always hoped 
to get from her father. The patient often 
enters marriage with motivations of im- 
mature romantic love, or with the object of 
security and being cared for, or to get away 
from an unpleasant home situation. There 
is little wonder that such a person has diffi- 
culty in adjusting to the duties and responsi- 
bilities of a wife and mother. Furthermore, 
it is usually not long until the conflict of 
loyalties arises—loyalty to the husband and 
children or loyalty to the parents. Many such 
patients are sensitive and given to excessive 
worry and tend to hold in their feelings in 
the attempt to keep peace at any price. If 
such is the case, the patient finds herself “in 
the middle” between her husband and her 
parents, attempting to please everyone. Fur- 
ther problems and strains arise with the ar- 
rival of children and there is often conflict 
over pregnancy, particularly that based on 
religious beliefs. Symptoms develop, and 
more anxiety, insecurity and confusion arise 
when the cause is not found. 


TREATMENT 


The first requisite of treatment is the 
establishment of the diagnosis, and sufficient 
explanation and reassurance. The patient has 
a great many fears and much confusion about 
her physical condition, and there must be 
authoritative reassurance on all points. There 
is often resistance to accepting the diagnosis 
of a nervous disorder as responsible for all 
the trouble. This is partly due to miscon- 
ceptions about nervous disorders, such as the 
implication that nervous symptoms are im- 
aginary and should be overcome by an effort 
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of the will. It is often a great help in this 
explanation to have the patient demonstrate 
to herself that severe symptoms can be pro- 
duced by hyperventilation. This aids her 
to understand that certain symptoms which 
are by no means imaginary can be produced 
by her own actions, and that she can assume 
some responsibility for averting symptoms 
by modifying her actions. The phobias par- 
ticularly need to be explained, and specific 
reassurance given that the feared events will 
not take place. The patient can be reassured 
that she will not faint or have a heart attack 
or die when the acute anxiety attacks occur. 
The almost universal fear of “cracking up” 
or “going insane” can be partly assuaged 
by stating that this is not the type of nervous 
disorder that leads to insanity. The phobia 
of harming self or others is often the most 
distressing reaction. It is of help to explain 
to the patient that this is not an impulse to 
such action but only a fear that such an ac- 
tion may occur, She can be assured that such 
an action never does occur in such conditions, 
and that these phobias seem to have no spe- 
cific meaning in themselves but are only an 
expression of underlying insecurity. The 
explanations do not prevent the phobias, but 
they do help the patient to live with them 
with less severe anxiety. The effectiveness of 
reassurance depends on the timing, on the 
thoroughness with which it is done, and on 
the confidence in the physician. It usually 
has to be repeated several times. It is not 
effective if undertaken before a thorough 
study is made and all fears and misconcep- 
tions are considered. 

The patient may be in such a condition 
that she is severely disabled and unable to 
carry out the responsibilities of the care of 
the home and children. The acute symptoms 
occur when the strain and conflict have be- 
come too great, so that often arrangements 
have to be made to relieve the patient par- 
tially, or perhaps wholly, of such responsi- 
bilities for the time being. Sometimes it is 
necessary to get her completely away from 
the home and preferably into a neutral en- 
vironment. The cooperation and understand- 
ing of the husband must be enlisted, if pos- 
sible. He also may be anxious and uncertain 
about the physical condition ; or on the other 
hand, may have no sympathy or patience 


whatsoever and tell his wife “it is all in your 
head,” and that she can overcome it herself. 
It is necessary to help him to understand that 
the physical condition is normal, but that she 
is sick and that the symptoms are just as real 
and disabling even though they are of nerv- 
ous origin. 

The patient should be urged to increase 
her activities gradually in spite of phobias ; 
to learn that she can take the action associ- 
ated with a phobic reaction, go forward in 
spite of some anxiety, and thereby gain con- 
fidence to go farther the next time. 

There may be a particular conflict over 
whether to have another baby and the patient 
may have been told by others that she ought 
to have one as this would help or cure her. 
There may be a religious conflict over this, 
with the teachings of the church conflicting 
with her fear of pregnancy. Pregnancy is 
usually contraindicated at the time, as the 
patient has already passed her limit of ad- 
justment, and the cooperation of the husband 
is necessary in accepting this advice. 

When this much is accomplished, there is 
usually a marked improvement, with reduc- 
tion of acute anxiety, phobias, and other 
symptoms. Then the real work begins, and 
the chances of further help depend on the 
modifiability of the environment, and the 
attitude and resources of the patient. If the 
patient is willing to accept some responsi- 
bility for her own health, and willing to 
undergo some distress and work hard, prog- 
ress can be made toward a more mature and 
healthier adjustment. In many cases, how- 
ever, such a favorable set of circumstances 
does not exist, and then the outlook for any 
permanent help is poor. Mother is often liv- 
ing in the same house, or nearby, or the 
patient has to see her every day or talk to 
her on the telephone several times a day, 
which exerts considerable influence. Some- 
times it is possible to arrange for the patient 
to separate herself from the mother’s undue 
influence by moving to a different location, 
or by voluntarily reducing the personal con- 
tacts with the mother. Such a separation is 
possible only if the patient has some degree 
of independence and ability to direct her own 
life. Be it gradually or precipitously, how- 
ever, she must learn about her unhealthy re- 
lationships with the mother and strive to 
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modify them. She must learn to become less 
dependent on the mother’s approval by find- 
ing approval elsewhere. She must learn to 
place herself and her own family’s needs 
ahead of her need to please the mother. And 
finally, she needs to learn to disagree with 
the mother without a feeling of guilt or fear. 
The possibility of accomplishing these aims 
depends on many factors, not the least of 
which are the personality and circumstances 
of the mother. The mother frequently is 
neurotic also and likely to be demanding, 
critical, or overprotective, thus tending to 
produce insecurity and immaturity in the 
children. In fact, the mother may have been 
at one time very like the patient and many 
of my patients say, “I swore I would be dif- 
ferent from my mother, but now I find my- 
self doing the same thing to my children.” 

The personality and influence of the father 
also contribute to the problem, particularly 
if he is overprotective or overpunitive, and 
there may be a problem in the patient’s rela- 
tionship to both parents. However, the fa- 
ther is more frequently a passive individual 
who plays a relatively minor role in influence 
on the patient. 

When this type of phobic reaction occurs 
in men, the dynamics are similar, in that 
there is usually a problem in the relationship 
to the parents, principally the mother. 

When the modification of the unhealthy 
relationship with the parents is achieved, it 
is then possible to arrive at a healthier and 
more satisfying relationship with others, par- 
ticularly the husband. The course of prog- 
ress must be directed toward greater security 
and maturity, which is a slow process, and 
the degree of progress made along this path 
varies with the environmental obstacles along 
the way and the resources of the patient. A 
great deal of progress can often be made, 
however, which is satisfying to the patient 
as well as the physician, with continued re- 
assurance, support, and encouragement. 

It should be emphasized that the treatment 
needs to be strongly supportive and directive 
in patients of this type, and I believe that a 
nondirective analytic approach is ineffective. 
Some of my patients had previously been 
treated by other psychiatrists, using the non- 
directive analytic method. These patients 


were not helped and often became more con- 
fused and disturbed. 


RESULTS 


Although the results of psychotherapy are 
notoriously difficult to evaluate, I believe 
that some report of results is essential in 
evaluating any type of treatment, and psy- 
chotherapy should not be excluded from this 
test. 

The results are shown in Table 2. Of the 
100 patients, 28 were seen only once for 
diagnosis, and many of the other patients 
did not or could not continue with treatment 
until discharged. Of the 72 patients seen 
more than once, the number of visits ranged 
from 2 to 33, with an average of 7. Patients 
were considered “recovered” if they were re- 
lieved of all symptoms, were functioning 
without handicap, and had made a sufficient 
gain in maturity and independence. They 
were considered “improved” if they were 
significantly relieved of phobias and able 
to carry out their responsibilities. 

The effectiveness of treatment depended 
not so much on the number of visits as on the 
attitude and resources of the patient, and the 
modifiability of the environment. It is seen 
that the percentage of improvement and re- 
covery was greater in the single girls, which 
is due to the fact that both the patient and 
the environment were more susceptible to 
change. 


SUMMARY 


The clinical features of this type of phobic 
reaction are chronic and acute anxiety with 
various somatic symptoms and with phobias 
as a prominent part of the picture. 

It is a commonly seen neurotic reaction 
and occurs most frequently in young wives 


TABLE 2 


Puosic Reaction—Resutts oy TREATMENT 
Diagnosis Un- m- Re- 
only changed proved covered Total 


21 12 6 
6 23 


8 
3 


100 


j 

Married .... 22 

Male 

Married .... 3 1 2 2 | . 

Grand Total 28 14 3 20 

4 


830 


DIAGNOSIS AND TREATMENT OF THE PHOBIC REACTION 


[Apr. 


and mothers, yet it is often misdiagnosed and 
mismanaged by physicians in all fields of 
medical practice, 

The differential diagnosis is discussed with 
reference to the necessity of ruling out or- 
ganic disease to the satisfaction of both 
physician and patient, and distinguishing the 
phobic reaction from more chronic phobic 
obsessive states. 

Hyperventilation occurs frequently in as- 
sociation with anxiety attacks. The impor- 
tance is stressed of recognizing this and dem- 
onstrating it to the patient. 

Phobias are discussed with particular ref- 
erence to explanation and reassurance. 

The dynamics are presented as the reaction 


of a dependent type of personality subjected 
to stress in adjustment. 

Treatment is discussed with emphasis on 
preliminary management and the necessity 
for directive rather than nondirective treat- 
ment. 

The results of treatment in 100 patients 
are reported. 
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AMARIAH BRIGHAM: IL. LIFE AND WORKS * 
ERIC T. CARLSON, M.D.,? New York Crry 


Amariah Brigham is wel! known for his 
role in founding the American Journal of 
Psychiatry and The American Psychiatric 
Association, and the general facts of his life 
have been recorded in a recent biography(1). 
His various roles, however, as student, edu- 
cator, researcher, author, and therapist need 
to be stressed and evaluated. 

Since their arrival from England in 1635, 
the Brigham family had been residents of 
Massachusetts(2). It was in New Marlboro 
that Amariah was born on December 26, 
1798, the third son of John and Phoebe Clark 
Brigham(3). There was a strong religious 
aura to his upbringing by his determinedly 
pious mother in their small, strict Congre- 
gational community. This background in- 
fluenced his oldest brother John to go into 
theology(4) but Amariah appeared to lean 
more toward the nonreligious attitudes of his 
father. He remained a Christian in a broad 
humanistic manner and later in his life, dur- 
ing a prolonged period of grief and failing 
health, became much more devout. His 
family moved to a new farm in Chatham, 
New York, in 1806(5) ; and when his father 
died in November 1812, after a prolonged 
illness, he started a period of apprenticeship 
with his uncle, Dr. Origin Brigham, in Scho- 
harie, New York. His uncle died within a 
few months after his arrival, but by that time 
Amariah had set medicine as his goal. 

He did not return to his mother on the 
farm, but made his way alone to Albany 
where he worked as a clerk in a book and 
stationery store while living with the pro- 
prietor. He read avariciously all his spare 
time and apparently here began his empha- 
sis upon study, knowledge, and reason as the 
direction for his future life as well as for the 
solution for problems in general. In 1816, 
he returned to his mother at New Marl- 


boro(6). During the next four years he 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 From the New York Hospital and the Depart- 
ment of Psychiatry, Cornell University Medical 
College, New York, New York. 


studied medicine in the office of Dr. Edmund 
C. Peet, supported himself by teaching school 
in the winter, and is said to have attended 
one term of medical lectures in New York 
City. He went to practice in Canaan, Con- 
necticut, in 1820 with Dr. Ovid Plumb 
(1787-1856) (7), and a year later opened his 
own office in Enfield, Massachusetts. 

His contemporaries have left a picture of 
him in his adult life(3, 5, 8). He was easily 
recognizable by his tall, slender figure (his 
maximum weight was 130 pounds with a 
height of just under six feet), accompanied 
by a slow ungraceful walk which suggested 
ill health. His features were small and soft, 
his eyes were blue and hair brown until it 
thinned in his later years and turned slightly 
grey. His voice was soft and melodious and 
there was often a quick and winning smile 
on his lips. He appeared to have an intelli- 
gent interest in almost everything, and to 
possess a wealth of information. He was a 
fast thinker but accurate, practical, and sys- 
tematic. His ability at condensation made 
him a welcome member at medical meetings. 
He was forever studious as he tried to an- 
swer questions that arose in his quizzical 
mind. He appeared kind, attentive, and be- 
nevolent with a high sense of justice. That 
this was not always the case became obvious 
to his friends. They knew he was ambitious, 
hardworking, and moderately perfectionistic. 
This apparently sometimes left him feeling 
frustrated and irritable, and he would appear 
overbearing and vindictive to others. He 
was self-made, self-reliant, with much em- 
phasis on perfect self-possession and a firm 
will. Although kind and interested, he al- 
ways maintained a formal relationship with 
his friends. These were selected from people 
who shared his own interests in refinement 
and intellectual pursuits. He had definite 
opinions of his own, was bold in his thinking, 
outspoken and sometimes tactless. 

In 1822, he moved ten miles east of En- 
field to the larger community of Greenfield 
where he built up an extensive practice larg <ly 
devoted to surgery. He continued his almost 
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daily studying and started his custom of 
keeping detailed notes on every patient he 
attended. His interest in teaching was evi- 
denced by his course of popular lectures on 
chemistry. He also became a surgeon of the 
local militia(g) and found a place to share 
his intellectual Christian humanism by join- 
ing the Unitarian Church in 1827. 

For years Brigham had wanted to con- 
tinue his education in Europe and his fru- 
gality finally made it possible for him to set 
sail for Liverpool on July 16, 1828(10). 
From there he went through Manchester to 
Ireland, over to Scotland and finally reached 
London on September 10. He made it a 
point to visit all culturally interesting places 
but did not neglect the hospitals and doc- 
tors. He heard lectures by John Conelly, 
John Abernethy and Sir Charles Bell. In 
October he went to Paris where he more 
intensively continued his education. He took 
private lessons in French, drawing, and danc- 
ing. At the Sorbonne, he attended lectures 
on history, poetry, zoology, mineralogy, ge- 
ography, and philosophy. He registered for 
a complete set of courses at the School of 
Medicine where he heard such men as 
Cruveilhier, Orfilia, Roux, Boyer, and Du- 
puytren. He also visited Francois Magendie 
and the Marquis de Lafayette in their homes. 
When he left Paris on February 17, 1829, 
he had mastered French which enabled him 
to keep pace with French medical progress 
and which influenced his psychiatric think- 
ing markedly. He continued south through 
Geneva to Genoa where he was as shocked 
by the treatment of the insane at the Hospi- 
tal for Incurables as he was later to be favor- 
ably impressed by Maddalena, a mental hos- 
pital founded by Murat. He visited the usual 
sights at Pisa, Florence, and Rome before 
passing on to Sicily and then Gibraltar. 
From there he sailed to Boston, arriving 
home on Independence Day, 1829. 

He recommenced his practice in Green- 
field but soon accepted a request to open an 
office in the larger community of Hartford, 
Connecticut, which he did in April, 1831. As 
his fame grew, he continued teaching by hav- 
ing several medical apprentices serve in his 
office. In Hartford, he came under the influ- 
ence of Dr. Eli Todd, the kindly superin- 
tendent of the Hartford Retreat. Through 


him he learned of the practical application to 
the treatment of the insane of his own con- 
cepts of reason, humanism, and respect for 
the dignity of man. His own later psychiatric 
practice was an extension of the principles of 
Dr. Todd modified by his own critical think- 
ing and his knowledge of the British and 
French writers on moral (psychological) 
treatment. 

A cholera epidemic came to North Amer- 
ica in 1832. The epidemic produced a flurry 
of publications dealing with this disease 
and Brigham joined in with his first book, 
A Treatise on Cholera. This book was 
prompted by his desire to make available in 
one source the current knowledge about 
cholera and as such was largely a compila- 
tion with little original material or opinions 
expressed. 

His purpose in bringing his practical 

training and medical knowledge to bear on 
problems of public interest was well exempli- 
fied by his second book entitled Remarks 
on the Influence of Mental Cultivation upon 
Health, which came from the publisher three 
months later. This was his most successful 
book as it went through three editions in this 
country and even more in Great Britain, and 
continued in print for over 40 years. As he 
stated in his preface: 
The object of this work is to awaken public atten- 
tion to the importance of making some modification 
in the method of educating children which now pre- 
vails in this country, ... to teach that man... 
should be considered both as a spiritual and material 
being . . . as influenced both by physical and moral 
causes. 


Believing that “the connection between the 
mind and body is by many overlooked,” he 
goes on to plead for a broad psychosomatic 
approach through which “not only should 
all his powers be developed, but they should 
be developed harmoniously and at the proper 
time.” His discussion then proceeds to re- 
view various areas of education while quot- 
ing literature extensively. He ends by point- 
ing out nervous factors involved in various 
physical illnesses and especially in dyspepsia. 

The following year was to bring marriage 
to Susan C. Root (1811-1896) of Greenfield. 
‘rom all indications, this was a successful 
marriage in which she bore him four girls 
and one boy between 1833 and 1850. He 
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also accompanied Dr. Johann C. K. Spurz- 
heim, the co-founder of phrenology, on his 
visit through the Hartford Retreat and ap- 
parently was influenced by his concepts 
about brain function and personality(11). 
In 1833, he wrote an appendix of 23 pages 
to Spurzheim’s Observations on the De- 
ranged Manifestations of the Mind, or In- 
sanity. He took advantage of the current 
popular interest in phrenology to sum- 
marize with his usual simplicity and clarity 
some of the medical knowledge of the time 
about insanity in order to supply this in- 
formation to the public. Although very inter- 
ested in phrenology, he rejected the concept 
that the personality could be determined 
from the cranial configuration. He did ac- 
cept the idea, however, that the brain was 
the organ of the mind and could be affected 
by psychological and physical causes, which 
in turn could produce mental illness as well 
as bodily dysfunction. 

He continued his educational activity by 
turning to the problem of religion in his book 
Observations of the Influence of Religion 
Upon Health and Physical Welfare of Man- 
kind, which was published in 1835. That he 
would consider certain religious customs 
from a medical and scientific viewpoint 
seemed sacriligious to many people and 
brought widespread unfavorable notices 
about his book as well as vicious attacks on 
him from both the pulpit and the press for 
being a materialist and phrenologist. David 
M. Reese, M. D., even wrote an entire book 
in order to attack him in 1836(12) and 
Brigham countered with his pamphlet: A 
Letter from Amariah Brigham to David M. 
Reese, author of Phrenology Known by its 
Fruits. In this he showed point by point 
that Reese’s work was almost entirely emo- 
tional, that he not only lifted things out of 
context but that he misquoted and made up 
things that Brigham never said. The pur- 
pose of the original book as given in the 
preface was: 


Entertaining a profound respect for the religious 
sentiment .. . he hopes to render it more produc- 
tive of good, by exhibiting the evils which some of 
these ceremonies and customs have caused mankind. 


Probably no one objected to his condemna- 
tion of human sacrifice and mutilation but 
when he cast a critical eye on fasting, 
penances, communion, revival meetings, and 


too frequent and protracted religious meet- 
ings, it was inevitable that he should draw the 
collective religious ire. He points out that 
the phenomena of revival meetings are not 
to be attributed to witchcraft, the devil, or 
the holy spirit, but are natural phenomena 
related to reactions seen in hysterical epi- 
demics and during experiments with animal 
magnetism. He then shows that religious 
customs « be detrimental to the physical 
and emotio: 11 welfare of the individual. This 
book and the previous one on education well 
showed his interest in preventive psychiatry. 

In 1837, he accepted a special lectureship 
in anatomy at the College of Physicians and 
Surgeons in New York. He resigned after 
a year, apparently because of poor health and 
returned to his practice in Hartford. That 
same year he showed his interest in animal 
magnetism by writing an introduction to a 
pamphlet on the subject by William L. 
Stone(13). In 1838 he became an assistant 
editor of the American Journal of Medical 
Sciences(14). 

He continued working actively and in 
1840 published An Inquiry Concerning the 
Diseases and Functions of the Brain, Spinal 
Cord and Nerves. This book was largely a 
survey of neurological knowledge of the time, 
although parts of it were concerned with 
emotional problems. It was written to stimu- 
late American medical practitioners to rec- 
ognize the importance of the nervous system 
and to do further research on it. It repre- 
sented his continuing belief in the importance 
of the nervous system as the basis for psy- 
chiatry and much of medical practice. In the 
same year the Hartford Retreat was looking 
for a new superintendent. Although Brig- 
ham’s practical experience in the care of the 
insane was limited, his knowledge of the sub- 
ject was second to none and so he became 
one of the logical candidates. However, a 
number of the Board of Directors were very 
much in opposition to him. They had not 
forgotten nor forgiven his publications on 
religion of a few years earlier. Besides, he 
was well known for his strong party views 
and active work as a Jacksonian Democrat. 
It was only after considerable struggle that 
he was appointed to take over the duties of 
the superintendent in July 1840(15). It 
did not require much time for him to take 
control. Although he apparently had limited 
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interest in administration, he soon organized 
the hospital so that each employee knew his 
area of responsibility. Where the previous 
Annual Reports had consisted solely of sta- 
tistics of admissions and discharges, his be- 
came distinctive in that he utilized them to 
educate the doctors and public alike by includ- 
ing reviews of various topics pertaining to 
insanity as well as the results of various 
studies and experiments he had performed. 
One of the many visitors that he showed 
through the Retreat was the author, Charles 
Dickens(16). 

When he was appointed superintendent, it 
was assumed by all that he would remain so 
for life. But in a short two years he was 
ready to move again. The Directors of the 
newly founded New York State Lunatic 
Asylum at Utica had visited the leading 
institutions for ideas to incorporate into their 
hospital and had offered him the superin- 
tendentship. He accepted and left for Utica 
in October 1842. To this hospital he was to 
give ever-increasing devotion, energy, and 
thought in order to make it a model institu- 
tion. In this he succeeded as it did become 
a leading therapeutic hospital and it grew to 


accommodate nearly 500 patients. His as- 
sistants did well in later years and went on 


to become heads of other institutions. Dr. 
James Cowles Pritchard, the eminent Eng- 
lish psychiatrist, visited and later said: “I 
can show you nothing here (i.e. in England) 
that will compare to your own well ordered 
Asylum at Utica’(17). Although Brigham 
paid some attention to architecture, heating, 
and lighting, he did not appear to be as pre- 
occupied with these items as were some of 
his fellow superintendents and instead de- 
voted himself to teaching, research, and 
therapy. His psychiatric thought and prac- 
tice represented the forefront of “moral 
treatment” as will be discussed in a later 
paper. 

It seems somewhat incredible that just a 
year after the opening of the hospital ( Janu- 
ary 16, 1843) he was planning a new ac- 
tivity that would put unending demands on 
his time and energy. He had long felt the 
need for an outlet in this country for the 
propagation of psychiatric information to 
both doctors and laymen. And now he had 
plans that had developed to the point that in 
May 1844, he shared them with two friends: 


Dr. Pliny Earle of the Bloomingdale Asylum 
and Dr. T. Romeyn Beck of Albany, one of 
the managers of the Utica Asylum(18). His 
work proceeded until July 1844, when the 
first psychiatric journal in the world pub- 
lished in English, the American Journal of 
Insanity, printed its first issue. It continues 
today as the monthly American Journal of 
Psychiatry. In 1844, it started as a quarterly 
of some 100 pages for a subscription of only 
one dollar a year. Brigham set a low price 
in order to build circulation and, as a result, 
its publication was a constant drain on his 
personal finances. At first he wrote the 
Journav almost single-handedly, but gradu- 
ally the other early American psychiatrists 
started to contribute. As his health failed, 
publishing it became more of a burden but, 
although he once asked Pliny Earle to take 
over, he continued as editor until his death. 

In that same spring of 1844, Drs. Samuel 
B. Woodward and Francis T. Stribling were 
discussing an idea which culminated in Oc- 
tober in the founding of the Association of 
Medical Superintendents of American Insti- 
tutions for the Insane. This organization 
continues today as The American Psychia- 
tric Association and constitutes the oldest 
national medical organization in the United 
States. Brigham was one of the 13 founders 
and played an active role in the committees, 
several of which he chaired. At the third 
annual meeting in May 1848, he was elected 
vice-president. 

By 1845 it was becoming apparent that 
Brigham’s health was failing. For several 
years he had been bothered by pain and 
swelling of his left knee but now abdominal 
pain, dizziness, and anorexia were plaguing 
him. His health was further weakened in 
July 1847, by an attack of dysentery which 
left him with an even more irritable bowel. 
He continued to work as industriously as 
ever, but was finally persuaded by his friends 
to take a vacation in the spring of 1848. He 
utilized this time to make a tour of mental 
hospitals in this country which took him west 
to St. Louis and south to New Orleans. Al- 
though he covered over 5,000 miles in two 
months, he apparently returned rested and in 
better health. 

Utica was afflicted with an epidemic of 
dysentery ir the summer of 1848 and Brig- 
ham’s only son died from it in August. This 
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came as such a blow to the father who had 
been so proud of him, that his grief was deep 
and long-lasting. A month later the death 
of his mother added to his burden. With the 
certainty of death brought so close to home 
he became increasingly preoccupied with 
religion, corresponded at length with his 
brother John about it and started to keep a 
religious journal. He considered his own 
death not too distant but would not listen to 
the pleas of his friends that he resign, as he 
felt that the hospital was not in a condition 
to dispense with his services. 

In July 1849 he published his last book, 
The Asylum Souvenir. This small volume 
was a collection of aphorisms and maxims 
that suited his concepts of what was im- 
portant in maintaining physical and emo- 
tional health. Again his emphasis on prac- 
ticality and mental hygiene was in evidence 
and he gave this book to his convalescent pa- 
tients as they were discharged from the 
hospital. 

In August 1849, dysentery struck again 
and this time Brigham fell prey to its de- 
bilitating effects. He continued to work as 
long as he was able but then went to bed. 
While his family and friends hovered about 
him, he calmly accepted the fact that he 
would die. Although his doctors used all 
available treatment he gradually weakened 
and died early on the morning of September 
8, 1849, just three months short of his fifty- 
first birthday. 

Amariah Brigham’s place in the history 
of American psychiatry is a secure one. Not 
only did he help found an organization, a 
journal, and a hospital each of which is still 
functioning well today, but, also, he ap- 
proached the problem of insanity from a 
broad scientific and humanistic point of view 
and developed methods of psychiatric treat- 
ment that were second to none in his time. 
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INTRODUCTION 


Each spring this Journal reviews the psy- 
chiatric facilities of the city where the an- 
nual meeting of The American Psychiatric 
Association is to be held. In 1946, the to2nd 
annual meeting was held in Chicago. In an- 
ticipation of that meeting, Dr. Peter Bassoe 
had prepared the customary review which 
was published in March 1945, but because 
of the war, the 1945 meeting was cancelled. 
It is, then, just 10 years since the Associa- 
tion has held an annual meeting in Chicago. 
Nationwide, during these 10 years, activity 
in psychiatry has probably been greater than 
in any other 10-year period since the Asso- 
ciation was founded. In Chicago and sur- 
rounding region, there has been a corre- 
sponding amount of activity. It is apparent 
in the facilities which have been established 
and those being developed, as well as in 
modification of the already existing ones. 

The present facilities and those in develop- 
ment are better understood in their relation- 
ships to the community and to one another 
by tracing the broad lines of their historical 
development. In 1846 and 1847, the first 
volume of the /llinois Medical and Surgical 
Journal had numerous references to mental 
illness and one major article on the subject 
of insanity. In 1846 the first institution for 
the care of mental patients, The Chicago 
Retreat, was established by Dr. Edward 
Mead. About this time, also, began the ac- 
tivity which culminated in the founding of 
our first state hospital, the Central Hospital 
for the Insane at Jacksonville, which was 
opened in 1851. In the Illinois statutes the 
legal provisions for the care of mentally sick 
persons were not very detailed until about 
this time. Unfortunately, the 1851 statute 
made the admission of a woman patient to 

a state hospital on the petition of her hus- 
band altogether too easy. Out of this fact 
grew the case of Mrs. E. P. W. Packard 
whose detention in the Central Asylum led 
to the first full-scale investigation of a state 
hospital in Illinois. This was in 1868. As a 
consequence, not only did the superintend- 
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ent, Dr. Andrew McFarland, later resign 
but Mrs. Packard’s subsequent activities lead 
to the enactment of many so-called personal 
liberty provisions in the statutes of many 
states. (Parenthetically, Dr. McFarland, 
formerly of Concord, New Hampshire, was 
president of The American Psychiatric As- 
sociation from 1859 to 1862.) These pro- 
visions have often served as obstacles to 
making medical care readily available to 
mentally sick persons. In 1893 a compre- 
hensive lunacy statute was enacted and re- 
mained in force until 1943. Major changes 
were made in the provisions of the 1895 
statute and in another amended version in 

1945. The 1945 statute employs the term 
mental illness instead of insanity and pro- 
vides for the admission of patients to hos- 
pitals on the report of two physicians to the 
Court. Also under this statute it is possible 
for certain persons in need of mental treat- 
ment to be committed to a mental hospital 
without being deprived of the right to con- 
trol their property. The provision is used 
chiefly in the case of veterans who have rela- 
tively small amounts of compensation pay- 
ments over which they wish to maintain con- 
trol. The state institutions for the care of 
the mentally ill and the mentally deficient 
now number 13, not including the Institute 
for Juvenile Research. Most recently estab- 
lished (1950) is the Galesburg State Re- 
search Hospital, Dr. Lester Rudy, superin- 
tendent, and Dr. Harold Himwich, director 
of the large research division. The first 
juvenile court law in the United States was 
enacted by the Illinois legislature in 1899. 
William Healy became the first psychiatrist 
of the Cook County Juvenile Court in 1908. 
The present Institute for Juvenile Research, 
for many years under the direction of the 
State Department of Public Welfare, is the 
outgrowth of the Juvenile Psychopathic In- 
stitute founded by Healy, which was con- 
nected with this court. 

Among those who have served as superin- 
tendents of the Institute for Juvenile Re- 
search have been Dr. Herman Adler, Dr. 
Paul Schroeder, Dr. Julius Richmond, Dr. 
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Richard Jenkins, Dr. Sophie Sloman Schroe- 
der, and Dr. George Perkins. Dr. Raymond 
Robertson has been Superintendent since 
September, 1954. Dr. Robertson has also 
been responsible for the over-all direction of 
the new William Healy Residential School 
for Children, opened a few months ago, 
with Dr. Abraham Simon in immediate 
charge 

Until 1889 there was no place other than 

jail or police stations for the detention and 
observation of persons supposedly mentally 
deranged, In that year the Cook County 
Detention Hospital was established by the 
soard of County Commissioners, It func- 
tioned under that name until 1914 when it 
became the Cook County Psychopathic Hos- 
pital and moved into a new building which 
is still in use, The first psychiatric unit in 
a private hospital was that of St. Luke’s 
Hlospital in Chicago, opened in 1938. There 
are now a half-dozen such units in private 
hospitals. In 1867, Dr. R. J. Patterson, for- 
merly of Columbus, Ohio, took over a build- 
ing which had been erected as a girl's school 
in Latavia, Illinois, and converted it into a 
private sanitarium for women patients, the 
Bellevue Place Sanitarium, It was here that 
Mary Todd Lincoln, the widow of President 
Lincoln, was a patient in 1875. The sani- 
tarium is still in operation with Dr. Edward 
Ross as superintendent. Following his resig- 
nation from the Jacksonville State Hospital, 
Dr. Andrew McFarland opened a private 
sanitarium, the Oak Lawn, at Jacksonville, 
in 1871, It is now the Norbury Sanitarium, 
directed by Dr. Frank G. Norbury, who is 
currently president of the Illinois Medical 
Society. After World War I, the United 
States Veterans Bureau, now the Veterans 
Administration, began the operation of a 
large general hospital at Hines, Illinois, the 
Edward Hines, Jr. Hospital, which from 
its beginning has had an active psychiatric 
division, 

Under the direction of Dr. Franz Alex- 
ander the Chicago Psychoanalytic Institute 
had its beginning in 1932. In addition to 
Dr. Alexander the first staff consisted of Drs. 
Karen Horney, Thomas French, Helen Mac- 
Lean, and Catherine Bacon, with Drs. Lionel 
Blitzsten and Karl Menninger as lecturers. In 
1907, the State Psychopathic Institute was es- 


tablished at the Kankakee State Hospital for 
instruction of hospital physicians and for re- 
search. Dr. H. Douglas Singer was it first Di- 
rector and so served most of the time until his 
death in 1940. Mr. Willoughby C. Walling, 
President of the Board of Public Welfare 
Commissioners, an advisory body to the 
State Department of Public Welfare, and 
Dr. Singer were responsible for the creation 
of the Psychiatric Research Council which 
now functions as the Illinois Psychiatric Ad- 
visory Council. Its members are appointed 
from the medical colleges and psychiatric 
teaching institutions in the State. It was 
through the initiative of this Council that the 
Illinois Neuropsychiatric Institute began. It 
had been first thought of as a psychiatric in- 
stitute but it seemed advisable to Dr. Singer 
and to Mr. A. L. Bowen, then Director 
of the Department of Public Welfare, to 
make it a neuropsychiatric one. The new 
Institute opened its doors in January 1942, 
with fiscal administration under the direc- 
tion of the Department of Public Welfare, 
Dr. Henry Hoffman serving as executive 
officer. The direction of teaching and re- 
search activities devolved upon the Depart- 
ments of psychiatry and neurology of the 
University of Illinois. Dr. Eric Oldberg 
served as director of the neurological divi- 
sion and Dr. Francis J. Gerty as director of 
the psychiatric division. The Institute was 
relatively small and it was difficult to see 
how it could accomplish the objectives origi- 
nally intended. All of its functions and its 
administration were transferred to the Uni- 
versity of Illinois in 1951 except that the 
State Psychopathic Institute continued its 
functions in the building under the direction 
of Dr. Percival Bailey. A new state Psychi- 
atric Institute is now in the making. Money 
has been appropriated for it by the legisla- 
ture; ground has been cleared of old build- 
ings in the West Side Medical Center area ; 
the architects’ plans have been completed ; 
and construction of the Institute should be- 
gin within the next year. The new Institute 
will remain under the administration of the 
Department of Public Welfare but all 5 
medical schools in Chicago will participate 
in its clinical, teaching, and research activi- 
ties. Dr. Otto L. Bettag, director of the De- 
partment of Public Welfare, Dr. Percival 
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Bailey, chairman of the Illinois Psychiatric 
Advisory Council, consisting of the follow- 
ing members representing psychiatric teach- 
ing institutions in the State: Dr. Franz 
Alexander, Chicago Psychoanalytic Insti- 
tute; Dr. Roy R. Grinker, Institute for Psy- 
chosomatic and Psychiatric Research and 
Training of Michael Reese Hospital; Dr. 
Benjamin Boshes, Northwestern University 
Medical College; Dr. John J. Madden, 
Stritch Schocl of Medicine of Loyola Uni- 
versity; Dr. Harry H. Garner, Chicago 
Medical College ; Dr. Nathaniel Apter, Uni- 
versity of Chicago Medical School; Dr. C. 
Knight Aldrich, University of Chicago Med- 
ical School; Dr. Francis J. Gerty, Univer- 
sity of Illinois College of Medicine, have 
been active in planning not only the Psychi- 
atric Institute but what is probably even 
more important, the Psychiatric Research 
and Training Authority. This Authority has 
now been established by act of the legisla- 
ture. Its operations will become effective on 
July 1, 1957. Special credit must be given 
to State Representatives Bernice T. Vander- 
Vries and Samuel H. Shapiro for the pas- 
sage of this act and the one establishing the 
Institute by the legislature. Mrs. Vander- 
Vries has been very active in all matters 
concerning mental health legislation in IIli- 
nois including the enactment of the present 
mental health code. The Psychiatric Re- 
search and Training Authority will function 
as an independent board to receive and dis- 
pense funds for psychiatric research and 
training in the State of Illinois. These funds 
will be derived from the payments made by 
persons not in the indigent group who re- 
ceive treatment in the mental institutions of 
the State. The state legislature authorized 
the collection of such payments in 1953. 
During the past 2 years the expenditure of 
accumulated funds has been on the motion 
of the Illinois Psychiatric Advisory Council 
and through the administrative action of the 
Department of Public Welfare. Under the 
Authority, funds up to 25% of the payments 
collected for the care of patients will be re- 
served for expenditure for training and re- 
search purposes by the Authority except that 
not more than $1,000,000 can be assigned to 
the Authority for this purpose each year. 
If funds under the control of the Authority 


accumulate beyond the amount of $2,000,- 
000, the excess over that amount must be 
returned to the State Treasury. Either pub- 
lic or private institutions or individuals may 
apply to the Authority for fund support for 
projects having relevance to mental illness. 
One of the chief objectives is continuing 
support for research in this field. In 1948, 
the Associated Psychiatric Faculties of Chi- 
cago was incorporated to promote the train- 
ing of psychiatric specialists. It is an asso- 
ciation of individuals, two each from the 
participating organizations (the Chicago In- 
stitute for Psychoanalysis; the Institute for 
Psychosomatic and Psychiatric Research and 
Training of Michael Reese Hospital; the 
University of Chicago Medical School ; and 
the University of Illinois College of Medi- 
cine). American Board approved residencies 
were provided by the participating hospitals 
to which the residents selected for the pro- 
gram could rotate while, at the same time, 
enrolled in courses at the Chicago Institute 
for Psychoanalysis. During the past year 
the membership of the group was increased 
to include the Northwestern University Col- 
lege of Medicine and the Chicago State 
Hospital. 

Dr. Kalman Gyarfas who became super- 
intendent of the latter institution last year 
has reorganized the residency training pro- 
gram. 


The psychiatric facilities of the Chicago 
region can be listed in several groups for 
convenient reference : 


DEPARTMENT OF PUBLIC WELFARE OF TITE 
STATE OF ILLINOIS STATE MENTAL HOS- 
PITALS: 


Alton State Hospital, Alton, Illinois, Dr. 
Abraham Simon, Superintendent. 

Anna State Hospital, Anna, Illinois, Dr. 
Robert C. Steck, Superintendent. 

Chicago State Hospital, Chicago, IIli- 
nois, Dr. Kalman Gyarfas, Superin- 
tendent. 

Dixon State School, Dixon, Illinois, Dr. 
Robert E. Wallace, Superintendent. 

East Moline State Hospital, Fast Mo- 
line, Illinois, Dr. Armin H. Wolff, 
Superintendent. 

Elgin State Hospital, Elgin, Illinois, 

Dr. Daniel Haffron, Superintendent. 
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Galesburg State Research Hospital, 
Galesburg, Illinois, Dr. Lester H. 
Rudy, Superintendent. 

Illinois Security Hospital, Menard, Ili- 
nois, Ervin Uffelman, Superintendent. 

Jacksonville State Hospital, Jackson- 
ville, Illinois, Dr. Louis Belinson, Su- 
perintendent. 

Kankakee State Hospital, Kankakee, 
Illinois, Dr. Cleve C. Odom, Super- 
intendent. 

Lincoln State School, Lincoln, Illinois, 
Dr. Joseph Albaum, Acting Superin- 
tendent. 

Manteno State Hospital, Manteno, Illi- 
nois, Dr. Richard J. Graff, Superin- 
tendent. 

Peoria State Hospital, Peoria, Mlinois, 
Dr. Daniel A. Manelli, Superintend- 
ent. 


Institute for Juvenile Research, 907 S. 
Wolcott Avenue, Chicago 12, Illinois; Dr. 
Raymond C, Robertson, Superintendent ; Dr. 
Helen R. Beiser, training director —This 
Institute offers child guidance services 
throughout the state, with permanent staff in 
6 regions. Services are made available to 
communities surrounding the 6 Regional Of- 
fices on a regularly scheduled basis. The 
professional staff offers consultative service 
to families, agencies, schools, courts, and 
other individuals and groups interested in 
mental health. In its training program for 
child psychiatrists, it is affiliated with the 
University of Illinois College of Medicine. 

The William Healy Residential School, 
1737 W. Taylor Street, Chicago, Illinois ; 
Abraham Simon, Ph. D., Superintendent.— 
This school is the inpatient service of the 
Institute for Juvenile Research and admit- 
ted its first children in June 1955. It is 
built on the cottage plan and has a maximum 
capacity for 48 children. Geared toward 
meeting the needs of children seriously emo- 
tionally disturbed in their relationships in 
their family, at school, in the community 
and unable to benefit sufficiently from out- 
patient treatment, the school serves children 
of average intellect between the ages of 6 
and 12 whose problems are not the result 
of brain damage. The school is not a cor- 
rectional institution and as such is not able 
to provide for children who are dangerous to 


themselves and others or who are so dis- 
turbed that they require a great deal of indi- 
vidual care. 

The Mentai Health Centers, 2449 W. 
Washington Boulevard, Chicago 12, Illinois ; 
David Slight, M. D., Superintendent.—These 
centers include Chicago, Peoria, Rockford, 
and Springfield. They are staffed by state 
hospital personnel, and aid patients from 
state institutions on conditional discharge 
and family care in maintaining a good ad- 
justment. Services also are available to other 
community patients whose financial circum- 
stances do not allow for private psychiatric 
services or to persons living in areas where 
no other service is available. 

The Illinois State Psychopathic Institute, 
giz S. Wood Street, Chicago 12, Illinois; 
Percival Bailey, M.D., Director —The In- 
stitute acts as liaison between the Mental 
Health Service and the University of Illi- 
nois, in a cooperative effort to improve the 
quality of medical services to the Depart- 
ment of Public Welfare through the Mental 
Health Service and its institutions and divi- 
sions. It promotes and conducts research 
into the causes and possible means of treat- 
ment and/or cure of mental disorders. The 
Institute also initiates and/or cooperates in 
training programs conducted by institutions 
and divisions of the Mental Health Service. 

All of the institutions listed above are un- 
der the supervision of Dr. Otto Bettag, Di- 
rector of the State of Illinois Department of 
Public Welfare. Dr. Percival Bailey, as 
Director of the State Psychopathic Insti- 
tute, has general responsibility for their edu- 
cational and research programs. 

A great deal of interesting information 
on the Institute for Juvenile Research, the 
Elgin State Hospital, the Kankakee State 
Hospital, the Chicago State Hospital, and 
the Manteno State Hospital is given in Dr. 
Bassoe’s aforementioned review. 


COOK COUNTY 


Cook County Psychopathic Hospital, Polk 
and Wood Streets, Chicago, Illinois, Dr. 
V. G. Urse, Medical Director—This hos- 
pital, a division of the Cook County Hos- 
pital, has a capacity of 175 beds with an an- 
nual admission rate of about 8,000 patients. 
It serves primarily as a diagnostic center and 
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provides short-term care for psychiatric pa- 
tients awaiting legal hearing in the Cook 
County Court. Small groups of patients are 
held for prolonged periods for purposes of 
study and training. The hospital is approved 
for 3 years of residency training in psy- 
chiatry. 

Family Court of Cook County—Psychi- 
atric Department, 2246 West Roosevelt 
Road, Chicago 8, Illinois, Dr. Charles H. 
Shaiova, Director —The Family Court of 
Cook County, formerly known as the Juve- 
nile Court, hears and disposes of cases 
brought before it under “An Act to Regu- 
late the Treatment and Control of Depend- 
ent, Neglected, and Delinquent Children,” 
and also hears cases of persons charged with 
contributing to the dependency or delin- 
quency of these children. The services of 
the Psychiatric Department of the Family 
Court are limited to court referrals only, 
either on court order or by request of pro- 
bation officers. 

Criminal Court of Cook County—Beha- 
vior Clinic, 2600 South California Avenue, 
Chicago 8, Illinois, William H. Haines, 
M.D., Director.—This clinic serves in an 
advisory capacity to the judges of the Crimi- 


nal Court of Cook County. Individuals re- 
ferred by the courts are given a physical, 
psychometric, and psychiatric examination ; 
a comprehensive social history is assembled ; 
and the results are coordinated and evalu- 
ated. 


CITY OF CHICAGO 


The Municipal Court of Chicago—The 
Psychiatric Institute, 1121 South State 
Street, Chicago 5, Illinois, Dr. Edward J. 
Kelleher, Director and Chief Psychiatrist.— 
This institute functions under the super- 
vision of the Chief Justice of the Court, 
Raymond P. Drymalski, and his advisory 
committee. It provides psychiatric diagnos- 
tic service and makes recommendations to 
the Court for cases referred to it from the 
branch courts, from the Social Service De- 
partment of the Court, and occasionally 
from other social agencies in the community. 

Chicago Health Department—The Mental 
Health Division, 54 West Hubbard Street, 
Chicago 10, Illinois, Dr. Herman N. Bunde- 
sen, President, Board of Health; Dr. Irene 


C. Sherman, Chief, Mental Health Section. 
—This facility supervises a program for the 
prevention of mental illness and education 
of the public in mental hygiene. 


UNITED STATES VETERANS HOSPITALS 


Edward Hines, Jr. Hospital, Hines, Mli- 
nois, Dr. Alfred Green, Chief, Psychiatric 
Service ; Dr. Francis ]. Gerty, Director, Pro- 
fessional Education Program in Psychiatry. 
—The psychiatry section, 138 beds, provides 
treatment for veterans with psychiatric ill- 
nesses. It also provides a 3-year approved 
psychiatric residency training program which 
is supervised by the Deans of four medical 
schools in the area: The University of Illi- 
nois College of Medicine; Northwestern 
University Medical School; Stritch School 
of Medicine of Loyola University; and the 
Chicago Medical School. 

V. A. Hospital, Downey, Illinois, Dr. Wil- 
liam Freeman, Manager and Dr. Arpad 
Pauncz, Director of Professional Educa- 
tion.—The psychiatry section also provides 
treatment for veterans with psychiatric ill- 
nesses, and has a conjoint 3-year approved 
psychiatric residency training program with 
Northwestern University and its affiliated 
hospitals. 

West Side V. A. Hospital and Mental Hy- 
giene Clinic, 820 South Damen Avenue, Chi- 
cago, Illinois, Dr. Louis Halperin, Chief of 
Psychiatry and Neurology; Dr. Harry H. 
Garner, Director of the Educational Pro- 
gram.—The psychiatry section has a bed 
capacity of 78 and the neurology section a 
bed capacity of 17. It provides both in- 
patient and outpatient treatment for veterans 
with psychiatric illnesses. The Psychiatric 
Service was opened in September 1953. 
Because of the recent opening of its psychi- 
atric section, the hospital is, at present, ap- 
proved for only 2 years of residency train- 
ing in psychiatry. 

V. A. Research Hospital, 333 Huron 
Street, Chicago, Illinois, Dr. Roy M. Whit- 
man, Chief, Neuropsychiatric Service; Dr. 
Benjamin Boshes, Director of the Educa- 
tional Program.—The psychiatric section 
consists of 58 beds; one-third of which are 
neurologic; one-third psychosomatic; and 
one-third psychia.wic. Besides the intensive 
psychoanalytic psychotherapy given to pa- 
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tients who are veterans, the research pro- 
gram is stressed heavily. Psychiatric resi- 
dents at the Northwestern University 
Medical School spend their third year of 
training in the V. A. Research Hospital. 


PRIVATE GENERAL HOSPITALS WITH PSYCHI- 
ATRIC DIVISIONS 


St. Luke’s Hospital, 1439 S. Michigan 
Avenue, Chicago 5, Illinois, Leo M. Lyons, 
Director; Dr. Francis J. Gerty, Chairman, 
Division of Psychiatry —The psychiatric 
unit has 30 beds for adult patients and has 
accommodations for the disturbed, mildly 
psychotic, psychoneurotic, and epileptic pa- 
tient. The hospital is approved for 3 years 
of residency training in psychiatry under an 
affiliate program with the University of Illi- 
nois College of Medicine. The psychiatry 
unit also provides outpatient care. 

Institute for Psychosomatic and Psychi- 
atric Research and Training, Michael Reese 
Hospital, 29th and Ellis Avenue, Chicago, 
Illinois, Dr. Roy R. Grinker, Director; Dr. 
David Hamburg, Director of the Educa- 
tional Program.—This Institute is an 80-bed 
mental hospital in a separate building and is 
part of the 800-bed general hospital. It has 
open and closed units and can provide care 
for all types of psychiatric patients, includ- 
ing children, and provides for outpatient 
care. The Institute is approved for 3 years 
of residency training in psychiatry and the 
training program is integrated with that of 
other local training hospitals and the Chicago 
Institute for Psychoanalysis in the Associ- 
ated Psychiatric Faculties of Chicago. 

Mercy Hospital, 2537 South Prairie Ave- 
nue, Chicago, Illinois, Dr. John J. Madden, 
Director of the Educational Program in Psy- 
chiatry and Chief Psychiatrist—This is the 
university hospital for the Stritch School of 
Medicine of Loyola University. The psychi- 
atric unit consists of 25 beds and provides 
facilities for the care of all types of psychi- 
atric patients. There is also an outpatient 
department maintained in connection with 
the psychiatric unit. The hospital is ap- 
proved for 1 year of residency training in 
psychiatry. 

Loretto Hospital, 645 S. Central Avenue, 
Chicago 44, Illinois, Dr. John J. Madden, 
Director of the Educational Program and 


Chief Psychiatrist —The 33-bed psychiatric 
unit furnishes accommodations for the alco- 
holic, drug addict, mild psychotic, psycho- 
neurotic, and neurologic patient. The hos- 
pital is approved for 1 year of residency 
training in psychiatry and is one of the 
teaching hospitals for the Stritch School of 
Medicine of Loyola University. 

Chicago Wesley Memorial Hospital, 250 
East Superior Street, Chicago 11, Illinois, 
Mr. Ralph M. Hueston, Superintendent, and 
Dr. Benjamin Boshes, Director of the Edu- 
cational Program.—There are 33 beds in the 
closed psychiatric unit. The open floors of 
the hospital are used to house the milder type 
of patient, including the psychoneurotic, 
psychosomatic, and organic reactions. Resi- 
dents in psychiatry at the Northwestern Uni- 
versity Medical Center spend their second 
year of training here. 

Passavant Memorial Hospital, 303 E. Su- 
perior Street, Chicago 11, Illinois, Mr. John 
N. Hatfield, Director; Dr. John Adams, 
Head of the Psychiatric Unit.—The 15-bed 
psychiatric unit accommodates patients with 
all types of psychiatric disorders. 

Mount Sinai Hospital of Chicago, 2750 
West 15th Place, Chicago, Illinois, Dr. Ste- 
phen Manheimer, Director of the Educa- 
tional Program.—lInpatient and outpatient 
psychiatric services are provided in this 400- 
bed hospital. It is approved for 2 years of 
residency training in psychiatry which is 
done in conjunction with the Chicago Medi- 
cal School. 

Presbyterian Hospital, 1753 W. Congress 
Street, Chicago 12, Illinois, Dr. W. Loren 
Avery, Chairman of Neurology and Psychia- 
try.—Presbyterian Hospital is affiliated with 
the University of Illinois College of Medi- 
cine. Its psychiatric unit has a bed capacity 
of 25 where accommodations are provided 
for patients who are disturbed, mildly psy- 
chotic, psychoneurotic, and epileptic. Out- 
patient psychiatric service is available. 

Hinsdale Sanitarium and Hospital, 120 N. 
Oak Street, Hinsdale, Illinois, Mr. N. C. 
Taylor, Administrator.—There are 19 beds 
for adult psychiatric patients, and accommo- 
dations for the disturbed, mildly psychotic, 
and psychoneurotic patient. 

Evanston Hospital, 2650 Ridge Avenue, 
Evanston, Illinois, Dr. Thomas L. Fentress, 
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Chief Psychiatrist—Associated with the 
Northwestern University Medical School, 
this hospital has a 13-bed psychiatric unit 
for adults. Accommodations are provided 
for the disturbed, mildly psychotic, and psy- 
choneurotic patient. 


PRIVATE SANITARIA IN OR NEAR CHICAGO 


Parkway Sanitarium, 2616 S. Prairie 
Avenue, Chicago, Illinois, Dr. H. Dubner, 
Director.—This sanitarium has 50 beds for 
adult patients. There are accommodations 
for the disturbed, mildly psychotic, and psy- 
choneurotic patient. 

Bellevue Place Sanitarium, Union Street, 
near Jefferson, Batavia, Illinois, Dr. Edward 
Ross, Director —There are 69 adult beds 
providing accommodations for the disturbed, 
mildly psychotic, and psychoneurotic patient. 

Fairview Sanitarium, 2828 S. Prairie 
Avenue, Chicago 16, Illinois, Dr. J. Dennis 
Freund, Director.—There are 45 beds for 
adults and accommodations for the disturbed, 
mildly psychotic, and psychoneurotic patient. 

Forest Sanitarium, DesPlaines, Illinois, 
Dr. Julius Steinfeld, Director.—There are 
53 beds for adults and accommodations for 
psychotic and psychoneurotic patients. 

Mercyville Sanitarium, Aurora, Illinois, 
Sister M. Carmelita, Administrator.—There 
are 172 beds for adults with accommodations 
for the disturbed, mildly psychotic, and psy- 
choneurotic patient. 

The Norbury Sanitarium, 1631 Mound 
Avenue, Jacksonville, Illinois, Dr. H. A. 
Dollear, Superintendent—There are 100 
adult beds and accommodations for the dis- 
turbed, mildly psychotic, and psychoneurotic 
patient. 

The North Shore Health Resort, 225 
Sheridan Road, Winnetka, Illinois.—Dr. 
Samuel Liebman, Medical Director —There 
are 100 beds for adults with accommodations 
for the disturbed, mildly psychotic, psycho- 
neurotic, and senile patient. 

Pinel Sanitarium, 741 Diversey Parkway, 
Chicago 14, Illinois, Dr. Alex S. Hershfield, 
Medical Director.—There are 50 beds for 
all forms of mental illness, including alco- 
holism and senile psychoses. 

Resthaven Sanitarium, 6oo Villa Street, 
Elgin, Illinois, Dr. Krikore M. Manougian, 
Medical Director.—There are 80 beds for 
adults with accommodations for the dis- 


turbed, mildly psychotic, psychoneurotic, 
convalescent, and aged patient. 

River Forest Health Resort, Inc., 8401 
West North Avenue, Melrose Park, Illinois, 
Dr. Melvin F. Blaurock, Director.—There 
are 30 adult beds with accommodations for 
the disturbed, mildly psychotic and psycho- 
neurotic patient. 

Our Lady of Mercy Sanitarium, Dyer, In- 
diana, Sister Teresa Marie, Superintendent. 
—There are 180 beds for adult patients with 
psychiatric disorders. 

Milwaukee Sanitarium, 1220 Dewey Ave- 
nue, Wauwautosa, Wisconsin, Mr. Waldo 
W. Buss, Executive Director.—There are 
152 adult beds with accommodations for the 
disturbed, mildly psychotic, and psychoneu- 
rotic patient. 

Sacred Heart Sanitarium, 1545 S. Layton 
Boulevard, Milwaukee, Wisconsin, Sister 
Mary Wilhelmina, R. N., Administrator.— 
There are 225 beds for adult patients with 
accommodations for the disturbed, mildly 
psychotic, psychoneurotic patient. 

St. Mary’s Hill Sanitarium, 1445 S. 32nd 
Street, Milwaukee, Wisconsin, Sister Mary 
Levla, R.N., Director.—There are 100 adult 
beds with accommodations for the disturbed, 
mildly psychotic, and psychoneurotic pa- 
tient. 

Rogers Memorial Sanitarium, Route 5, 
Box 31, Oconomowoc, Wisconsin, Dr. 
James Caffrey, Acting Director.—There are 
52 beds for adult patients presenting psy- 
chiatric disorders. 


MEDICAL COLLEGES WITH THEIR DEPART- 
MENTS OF PSYCHIATRY AND ASSOCIATED PSY- 
CHIATRIC HOSPITALS AND OUTPATIENT FA- 
CILITIES, 


University of Chicago Medical School, 
59th and Ellis, Chicago, Illinois, Dr. C. 
Knight Aldrich, Professor and Head of the 
Department of Psychiatry—There are 11 
beds for psychiatric patients and an out- 
patient clinic. The residency training pro- 
gram is approved for 3 years. It is one of 
the participating institutions under the As- 
sociated Psychiatric Faculties of Chicago 
residency training program, 

University of Illinois Medical School, 
Psychiatric Division of the Neuropsychiatric 
Institute, g12 S. Wood Street, Chicago 12, 
Illinois, Dr. Francis J. Gerty, Professor and 
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Head, Department of Psychiatry; Dr. Paul 
Nielson, Director of the Educational Pro- 
gram.—There are 45 beds for psychiatric pa- 
tients; 35 for adults presenting all types of 
psychiatric problems, and 10 for children 
with psychosomatic disorders; and an out- 
patient clinic. The hospital operates as a 
training center for professional persons. 
The residency training program in psy- 
chiatry is approved for 3 years. It is one of 
the participating institutions under the As- 
sociated Psychiatric Faculties of Chicago 
training program in psychiatry. 

Northwestern University Medical School, 
303 E. Chicago Avenue, Chicago, Illinois, 
Dr. Benjamin Boshes, Director of the Edu- 
cational Program and Chairman of the De- 
partment.—The residency training program 
in psychiatry is approved for 3 years. The 
first year of a resident’s training is spent at 
the V. A. Hospital, Downey, Illinois; the 
second year at the Chicago Wesley Memorial 
Hospital ; and the third at the V. A. Research 
Hospital on the Northwestern University 
Medical School campus. There is an adult 
and child outpatient department in opera- 
tion at the University Medical School. 
Northwestern recently became one of the 
participating institutions under the Associ- 
ated Psychiatric Faculties of Chicago train- 
ing program in psychiatry. 

Loyola University, Stritch School of Med- 
icine, 706 South Wolcott Avenue, Chicago, 
Illinois, Dr. John J. Madden, Professor and 
Head of the Department of Psychiatry and 
Director of the Educational Program.—The 
residency program in psychiatry is approved 
for 3 years. Mercy Hospital, Loretto Hos- 
pital, and the Cook County Psychopathic 
Hospital are used as its teaching hospitals 
in psychiatry. Outpatient work in psychia- 
try is done in connection with the Mercy 
Hospital-Loyola Clinics. 

The Chicago Medical School, 710 South 
Wolcott Avenue, Chicago 12, Illinois, Dr. 
Harry H. Garner, Professor and Head of 
the Department of Psychiatry and Director 
of the Educational Program.—The resi- 
dency training program in psychiatry at the 
Chicago Medical School is approved for 2 
years and is conducted in connection with 
Mount Sinai Hospital of Chicago. Both in- 
patient and outpatient work in psychiatry is 
done at Mount Sinai Hospital. 


OTHER PSYCHIATRIC ORGANIZATIONS IN THE 
CHICAGO AREA 


Chicago Institute for Psychoanalysis, 664 
N. Michigan Avenue, Chicago, Illinois, Dr. 
Franz Alexander, Director.—The Institute 
is one of the psychoanalytic institutes and 
training centers approved by the Board on 
Professional Standards of the American 
Psychonalytic Association. Many second 
and third year residents in training in ap- 
proved psychiatric centers in the Chicago 
area and elsewhere are receiving professional 
training in psychoanalysis here concurrently 
with their psychiatric training. The Chicago 
Institute is one of the participating institu- 
tions in the Associated Psychiatric Faculties 
of Chicago training program in psychiatry. 
Dr. Alexander will leave his post this year 
to take charge of the new Mount Sinai Re- 
search Division in Los Angeles. Dr. Gerhart 
Piers will succeed him as Director of the 
Institute. 

Associated Psychiatric Faculties of Chi- 
cago, 664 North Michigan Avenue, Chicago 
11, Illinois, Miss Helen Ross, Secretary.— 
This is an association of individuals incor- 
porated in 1948 to promote the training of 
psychiatric specialists. At present the fol- 
lowing are the participating institutions: 
The Chicago Institute for Psychoanalysis ; 
the Institute for Psychosomatic and Psychi- 
atric Research and Training of Michael 
Reese Hospital; the University of Chicago 
Medical School; the University of Illinois 
Medical School; Northwestern University 
Medical School ; and the Chicago State Hos- 
pital of the State of Illinois Department of 
Public Welfare. 

The Illinois Psychiatric Society.—The 
Illinois Psychiatric Society is affiliated as a 
member agency of The American Psychi- 
atric Association, Its membership includes 
psychiatrists from all over the State of IIli- 
nois as well as members from other states. 
The current President is Dr. Roy Grinker. 

The Illinois Society for Mental Health, 
Inc., 123 West Madison Street, Chicago, 
Illinois, Dr. Rudolph G. Novick, Medical 
Director.—This society is affiliated as a 
member agency of the National Association 
for Mental Health and the World Federa- 
tion for Mental Health. 
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Smith * was the first to report on the use 

of steroids in the treatment of alcoholism. 
This was followed by widespread use, both 
intravenously and intramuscularly, of adre- 
nal cortical ¢xtract. 

This note reports on the use of a synthetic 
steroid * in the treatment of alcoholism. In- 
formation given to us by Dr. Max Huffman, 
of the Oklahoma Medical Research Founda- 
tion, concerning Cetadiol was as follows: 
Bioassay had shown it to possess neither 
androgenic nor myotrophic properties in the 
castrate male rat, and further bioassay stud- 
ies had revealed that this steroid did not 
possess any toxic or endocrine effects in the 
young, intact male rat at a level of 10 mg. 
per kilogram over a 10-day period. 

This gave assurance that the steroid could 
be safely given in comparatively small doses 
to humans over a short period. Cetadiol has 
been administered to 75 hospitalized alco- 
holics, and our observations indicate that it 
is effective in the relief of withdrawal symp- 
toms. The symptoms presented were the 
classical ones seen in the alcoholic who finally 
succumbs to the need for hospitalization, 
namely, tension, nervousness, tremors, feel- 
ings of unreality, anxiety, anorexia, insom- 
nia, hyperperistalsis, unsystematized delu- 
sions, and fear of impending delirium. 

No other drugs were used as adjuncts ex- 
cepting supportive metabolites in the form 
of oral and intramuscular vitamins. Many 
of these cases had been observed on previous 
admission under the more ordinary routine 
of treatment with vitamins, cortical hor- 
mones and sedatives. On previous admis- 


1 Quart. J. on Study of Alcoholism, 10: 251, 1949. 

2 This steroid was supplied to us by Dr. Max 
Huffman of the Department of Medicinal Chemis- 
try, Oklahoma Medical Research Foundation, and 
the Nepera Chemical Co., Yonkers, New York. 


CLINICAL NOTE 


CETADIOL (5-ANDROSTENE-3 16-DIOL) IN THE TREATMENT OF 
HOSPITALIZED ALCOHOLICS 


COYNE H. CAMPBELL, M.D., ann HAROLD G. SLEEPER, M.D. 
OKLAHOMA City, OKLA, 


sions we observed that these cases would 
neither start eating nor become even reason- 
ably comfortable in less than 72 to 96 hours. 
Under Cetadiol treatment they were able to 
eat and sleep the same day and would spon- 
taneously report that their general discom- 
fort was relieved sometimes within an hour 
after the first dose of the steroid. The pa- 
tients remained in the hospital for one week. 

The spontaneous comment of many of the 
repeaters who had been through the torture 
of the withdrawal phase was striking. They 
quickly observed and firmly expressed their 
conviction that Cetadiol acted in a dramati- 
cally effective manner compared with all 
other types of treatment that they had pre- 
viously received. 

Cetadiol was given orally in concentration 
of 2 mg. per cc. in propylene glycol, mixed 
with about 2 ounces of water. On admission 
15 mg. are given. Dosages of 10 mg. are re- 
peated every 3-5 hours as necessary to a total, 
usually, of not more than 75 mg. After this, 
10 to 20 mg. per day have been adequate to 
effect a rapidly progressive relief of symp- 
toms. 

The response of these 75 patients has been 
consistent and sustained throughout their 
hospital stay. 

At present the medicine is being given on 
a prophylactic basis to patients who have 
been in the hospital with successful relief of 
withdrawal symptoms. A 1-ounce bottle solu- 
tion of Cetadiol is given to each patient upon 
dismissal with the direction to take one tea- 
spoonful at the time an impending urge to 
drink alcohol occurs. As of now, 5 patients 
have reported that this has averted a serious 
relapse. 

All of the 75 patients cooperating in this 
experiment are chronic alcoholics. 
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CASE REPORTS 


AN INTERESTING CASE OF IDIOSYNCRASY TO MORPHINE ' 
MICHAEL J. KEHOE, B.A., M.B., B. Cum. (Cantab.), Warren, Pa. 


It is well known that small doses of mor- 
phine may result in severe respiratory depres- 
sion in the very young and the very old, 
chronic lung disease, severe liver damage, 
myxedema, and adrenal cortical insufficiency. 
The danger of therapeutic doses of morphine 
in the treatment of respiratory emergencies, 
and in patients under the influence of barbi- 
turates or alcohol has been reported(1, 2, 3). 

Idiosyncrasy to therapeutic doses of mor- 
phine has long been recognized(4), but such 
reports are scanty when compared with the 
literature devoted to morphine addiction and 
acute poisoning. 


The patient is a 34-year-old, married woman, ad- 
mitted to the hospital in February 1954, with a 
diagnosis of schizophrenic reaction, catatonic type. 

Following both E.C.T. and subcoma insulin treat- 
ments she was paroled in July 1954. On her re- 
turn in November 1954 she appeared agitated and 
exhibited “regressive phenomena to a very infantile 
level.” Her physical health was unimpaired. Fol- 
lowing readmission various types of treatment were 
tried, without success. 

In hospital she had always shown marked cata- 
tonic features, with regression and withdrawal. On 
December 10, 1955, she suddenly became disturbed 
to such a degree that morphia gr. 4 and hyoscine 
gr. Yoo were given hypodermically. Four hours 
later I was called as her condition appeared serious. 
She was comatose and unresponsive to sensory 
stimuli. Her skin was cold, “clammy” and cyanotic. 
Reflexes were absent, pulse rate was 10/minute and 
respiratory rate 6/minute, shallow and irregular. 
The pupils were constricted and fixed. 

In view of the small amount of morphia admin- 
istered, it was concluded that this patient had an 
idiosynerasy to the drug. The use of N-allyl-nor- 
morphine was contraindicated as there was no over- 
dosage. 

Electrostimulation using a Reiter machine with 
temporal leads was initiated. Besides general medi- 


1 From the Warren State Hospital, Warren, Pa. 


cal measures, caffeine benzoate (2 ml) was injected 
intramuscularly. The change in the respiratory 
pattern on electrostimulation was striking and it 
was continued intermittently for 15-20 minutes. At 
the end of this time the respiratory rate was 
18/minute with a good excursion and the pulse 
rate 60/minute, regular, and of good volume, The 
cyanosis had disappeared. 

Within an hour the patient’s condition had dete- 
riorated with respiratory and pulse rates being di- 
minished as before but not to such a marked degree 
and caffeine benzoate (2 ml) was repeated. Twenty 
to 30 minutes later she had regained consciousness, 
but was extremely overactive, in the same way that 
had initially required sedation. 

She was given convulsive E.C.T. and has received 
treatment regularly ever since. 


The cause of death in such a response to 
morphia is asphyxia arising from the central 
respiratory depression. The primary concern 
in treatment is the maintenance of oxygena- 
tion. 

The use of electrostimulation to stimulate 
the respiratory center in barbiturate poison- 
ing and in the post-E.C.T. apneic phase has 
been noted by many writers. 

In this case the use of electrostimulation 
was considered a life-saving measure, and 
the response dramatic. This case demon- 
strates that the method used can be applied 
in similar emergencies. 
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HISTORICAL NOTES 


“I REMEMBER ——” 


This was started by Dr. Farrar’s comment 
in 1954, “I remember Nissl.” Well, I re- 
member Nissl, Charcot, Weigert, Golgi, and 
Marchi—people I never saw—through the 
simple magic of well-chosen words vividly 
presented by a master of the art of communi- 
cation, my former Chief and mentor, Elmer 
Ernest Southard. 

Over the gap of forty years, his terse de- 
scriptions of these men are as fresh as ever. 
And I remember them, not only through their 
written works and special stains, but more 
because they came alive to me when Southard 
spoke of them. 

Most vividly, of course, I remember South- 
ard, the (to me) top person of all the giants 
in the field when I entered psychiatry. And 
sooner or later I knew all these American 
giants personally, as well as through their 
writings and works. Most of them are prob- 
ably not even names to our younger genera- 
tion of psychiatrists. Which is a matter of 
regret to me, since psychiatry did not begin in 
1940, aS So many seem to think, Not even 
in 1910, with Freud’s “Introductory Lec- 
tures.” Nor, for that matter, in 1812 when 
Benjamin Rush published his book on the 
treatment of the “insane,” the first American 
publication in this field. 

Many of us knew Barrett, Jeliffe, Meyer, 
White, Peterson, J. J. Putnam, Coriat, H. 
Adler, A. A. Brill, Lambert, Van Gieson, 
Kline, Mills, Spiller, Dercum and many other 
hard-working, able men when they were at 
their peak. 

Sut of all these, it seemed to me then, as it 
seems to me now, that Southard was some- 
how the best. He had more knowledge in 
more different fields than anyone I’ve ever 
known. What is more important, he could 
communicate it, and at the same time inspire 
his assistants to work on their own, or even 
to try to modify his own pronouncements. 

It is true that he passed on to every one 
of his carefully chosen assistants in his 
multiple fields of activity all the responsibility 
he thought they could carry, and perhaps a 


bit more, It was at times a heavy load for 
many, but no one, so far as I know, ever 
faltered under it, and all—judging by the 
end results—profited by having to accept the 
responsibility. The one thing of which we 
could be certain was that the Chief would 
always back us up and, if necessary, take the 
responsibility for any of our errors or the 
accidents that might befall us. 

My first meeting with Southard is well 
remembered. I was a teaching fellow in the 
department of histology and embryology 
as then constituted at Harvard, working to- 
ward my Ph.D. As a minor subject, I'd 
chosen pathology. Three weeks of the course 
were spent in neuropathology, with Southard 
(Bullard Professor of Neuropathology) as 
the lecturer and director of the lab work. His 
lectures fascinated me—brilliant, clear de- 
scriptions, an encyclopedic knowledge of the 
nervous system and its development. For the 
first time, here was some one who really 
knew more about it than I did—since in those 
days, not too many anatomists and patholo- 
gists knew much about the nervous system 
as such, except “in the gross.” Being young 
and brash, I went to him with a research 
possibility in the comparative anatomy of a 
particular nucleus (there was a wealth of ma- 
terial in the department where I was a teach- 
ing fellow). He heard me out ; then said, with 
a twinkle, that that had been done, and cited 
the works without looking up anything at all. 
Then he stated that for another nucleus no 
such study had been made, and suggested my 
seeing Dr. Anne Taft, his chief assistant in 
neuropathology at the medical school. 

Dr. Taft discussed the project very 
thoroughly and ably. It left me high and dry, 
because it would take a year of intensive 
work (not at forty hours a week, either) to 
prepare the specimens for study. That kind 
of time was not mine to spend. Dr. Taft re- 
mains to this day, because of that and subse- 
quent wise advice, an important person to 
me, It threw me back to a most complicated 
study of growth processes. 
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Yet somewhere there is the point that 
strikes me as the real crux of Southard’s 
genius in dealing with people. What Pro- 
fessor in the medical school, Director of a 
hospital, pathologist to The State Board, 
instructor in the college, all of which he was, 
could possibly be expected to remember a 
young squirt? Yet he did, with the result 
that not only I, but any number of people 
went into psychiatry—usually on the basis of 
a sound training in neuropathology. Some, 
of course, merely completed their training 
with him. But when one thinks of the fact 
that Douglas A. Thom, Abraham Meyerson, 
Harry C. Solomon, O, J. Raeder, Karl Men- 
ninger, E. Rogers Smith, L. B. Alford, E. T. 
Gibson, A. P. Noyes, W. C. Rappleye, A. T. 
Mathers, and a score or more of others got 
some or all of their postgraduate training 
under him, it becomes clear what an impor- 
tant figure he was in the period from 1906 
until his untimely death in 1920. 

He is the only man I’ve ever known who 
was entirely at home in anatomy, embryol- 
ogy, medicine, pathology, philology, philoso- 
phy and psychology. Who else could write 
“A Grammar of Science,” and really make 
philology and grammar come alive; could 
spark industry into accepting the idea that 
there are essential mental health problems in- 
volved ; or, as far back as 1907, pull bacteriol- 
ogists, immunologists, internists, pediatri- 
cians, psychologists, social workers (even a 
hostess) into a series of teams trying to solve 
the manifold problems of causation and treat- 
ment ; or see in the study of the brains of the 
feeble-minded possible leads into the educa- 
tion of the average and superior; write a 


book (with Harry Solomon) on “Neuro- 
syphilis”; one (with Norman Fenton) on 
“Shell Shock” ; one (with Mary Jarrett) on 
“The Kingdom of Evils”; and have them 
(though neglected) as alive today as when 
they were written? Then add that he was a 
champion chess player. 

Perhaps the best way to end this remem- 
brance is to quote my review of Dr. F. P. 
Gay’s book about Southard, The Open Mind, 
published by Normandie House in 1938: 


Probably the most important aspect of Dr. 
Southard’s many-sided personality and multitudinous 
activities lies in his relationship to the establishment 
of psychiatric secial work as an important pro- 
fessional approach to the problems of those whose 
personal and social adjustments are related to any 
type of disorder in mental activity. This important 
sector of Southard’s work is to be found quite ade- 
quately sketched in Chapters 10 and 11, pp. 133 ff. 
No matter how engrossing the reader may find these 
particular chapters which carry over into the field 
of mental hygiene of industry and the child guidance 
clinics, the others are of equal interest. Dr. Gay, 
who was a life-long friend of Dr. Southard, has 
correctly stated that the trends laid out by Southard 
in his original conceptions of the interrelationships 
of professional work were those accepted in the 
development of child guidance. 

Southard was unique in our American psychiatric 
picture—philosophy, psychology, medicine, pathol- 
ogy, psychiatry, sociology—all came within his 
comprehensive scope. His interesting flair for 
etymology led many to feel that he was only a 
maker of words. To this reviewer, the entire field 
of social work and psychiatry owes a real debt to 
Dr. Gay for this comprehensive account of the life 
and activities of the greatest and most versatile of 
American psychiatrists. We, who knew him well, 
continue, even after all these years, to find inspira- 
tion in his works and comments. It is impossible 
to quote adequately from a book which must be 
read with care in order to savor its great importance. 


L. G. L. 


THE RELATION OF MESMER TO MOZART 


In connection with Mozart’s two-hun- 
dredth birthday, it may be of interest to re- 
member the personal friendship between 
Wolfgang Amadeus Mozart and Franz 
Anton Mesmer, the founder of animal mag- 
netism, which developed into the so-called 
Mesmerism. Mesmer was one of the first of 
the medical profession to use psychotherapy 
in the form of suggestion and hypnosis and 
he later added the use of music to his therapy. 
Regardless of the fact that Mesmer was not 


able to understand and interpret the prob- 
lems he had attacked, he nevertheless aroused 
public interest in this field, which led to sci- 
entific consideration and eventual evaluation 
and thus opened the door for the later de- 
velopment of psychology, psychotherapy, and 
psychoanalysis. Historically he “became the 
originator and the bearer of a totally new 
orientation in psychological medicine; an 
orientation which brought psychotherapy to 
the forefront and with it, ultimately, the 
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deepest insight yet attained by man into the 
inner workings of the human mind.” ? 
Mesmer held three academic degrees— 
Doctor of Philosophy, Doctor of Laws, and 
Doctor of Medicine. A friend of Haydn and 
Gluck, he was especially helpful to Mozart 
and he can be regarded as one of his dis- 
coverers and patrons. Mozart wrote his opera 
Bastien and Bastienne at the age of fifteen 
for his benefactor, Mesmer, who produced it 
in the garden of his home. This was a historic 
event since it was the first Mozart opera to 
be performed. After Mesmer was con- 
demned by the public, after he had lost his 
reputation and was forgotten in his hide- 
away, Mozart, then a well-known composer, 
immortalized the sounds of Mesmer’s famous 
glass accordion ? (Mesmer played the instru- 
ment, using the music in his therapy) in his 


1G. Zilboorg. G. W. Henry in A History of 
Medical Psychology. 
2 Benjamin Franklin’s glass harmonica. 


instrumentation of The Magic Flute. The 
hypnotic scene in Cosi Fan Tutte is an ex- 
ample of Mozart's tribute to Mesmer. Even 
Mesmer’s name is mentioned in the libretto. 
Two other famous contemporaries who were 
followers of and believers in Mesmer were 
Lafayette and Washington. 

The history of discovery and gradual under- 
standing of the problems of psychoneurosis 
and the new era of psychiatry and psychology 
leads from Mesmer through Braid, Charcot, 
Liébeault, and Bernheim to Sigmund Freud, 
who as a Viennese, liked Mozart's music best 
of all, and mentioned Mozart’s operas in his 
Interpretation of Dreams. “It had to be of 
special interest to him—a Shakesperian play 
or a Mozart opera—before he could tear 
himself away from his work.” * 

Georce E. Vorcere, M. D., 
Columbus, Ohio. 


8 Ernest Jones, The Life and Work of Sigmund 
Freud. 


PROSPECT FROM 1876 


I cannot say that I am in the slightest degree impressed by your bigness, or your mate- 
rial resources, as such. Size is not grandeur, and territory does not make a nation. The 
great issue, about which hangs a true sublimity, and the terror of overhanging fate, is 
what are you going to do with all these things? ... Forty millions at your first cen- 
tenary, it is reasonably to be expected that, at the second, these states will be occupied 
by two hundred millions of English-speaking people. . . . You and your descendants have 
to ascertain whether this great mass will hold together under the forms of a republic, 
and the despotic reality of universal suffrage ... and as population thickens in your 
great cities, and the pressure of want is felt, the gaunt spectre of pauperism will stalk 
among you, and communism and socialism will claim to be heard. . . . The one condition 
of success, your sole safeguard, is the moral worth and intellectual clearness of the indi- 
vidual citizen. 

—Tuomas H. Huxtey, 
(Ceremonial address at the opening 
of Johns Hopkins University, 
September 12, 1876) 
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ATARACTICS 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Six: Dr, Gahagan’s forthright letter about 
the flagrant exploitation of the so-called 
“ataractic drugs” must have struck a re- 
spondent chord in many of us. Seldom in 
the history of medicine has the medical pro- 
fession in general, and psychiatry in particu- 
lar, been bombarded with such a barrage of 
ballyhoo, and it seems inevitable that these 
extravagant claims should leave some dis- 
appointment and indignation in their wake. 

The blunt fact of the matter is that, in 
private practice at least, results have fallen 
far short of expectations; even worse, the 
widespread use of such drugs, especially in 
the treatment of depression, may result in 
needless delay, hardship, and complications. 

Two examples from my own practice will 
serve to illustrate this point, and I am sure 
that such examples will find numerous 
counterparts in the experience of other psy- 
chiatrists : 

A woman, age 37, developed a severe depression 
4 months before she consulted me. Despite a his- 
tory of a previous depression 9 years earlier, which 
had been successfully treated with electroshock 
therapy, her family doctor placed her on Thora- 
zine. When this failed to produce any relief after 
several weeks, he tried Serpasil. Her condition 
gradually became worse and another doctor pre- 
scribed Miltown, to no effect. She then consulted a 
psychiatrist who told her that these drugs work 
best in conjunction with a few shock treatments. 
He administered EST and followed that with pre- 
scriptions of larger doses, first of Thorazine, then 
of Serpasil, than she had had before. Immediately 
after the 4 electroshock treatments she improved 
slightly but then began to regress. 

When I first saw her, she was not only deeply 
depressed but physically rundown and emaciated, 


weighing only 97 pounds. I discontinued the 
“ataractic”’ medication and administered 10 EST 


on an ambulatory basis at the rate of 3 per week. 
She began to feel better almost immediately, gained 
10 pounds within 3 weeks, and at the end of treat- 
ment appeared to be in a state of complete re- 
mission. 

The second case, a man, age 47, a manic depres- 
sive, who had had 3 previous attacks of depression 
which had been promptly and successfully treated 
with electroshock therapy. When his fourth at- 
tack occurred, he and his family refused electro- 
shock because they had heard so much about the 
new “wonder drugs.” When I saw him, he had 
been severely depressed for more than 2 months 
and had been taking one milligram of Serpasil 
daily. 

I advised electroshock therapy but did not at 
first discontinue the Serpasil. He had taken his 
previous 3 courses of electroshock therapy with- 
out incident or complication. This time, however, 
despite his apparently excellent physical condition, 
he went into deep shock following the first EST. 
He developed an extreme pallor, became almost 
pulseless, broke out into profuse perspiration, and 
his blood pressure dropped to 8o systolic, 60 diastolic. 
For a while his life literally hung in the balance, 
but fortunately he responded to oxygen inhalation 
together with injections of adrenalin, coramine, and 
caffeine. 


There is no doubt that some of these drugs 
constitute an important addition to our thera- 
peutic armamentarium. However, they are 
far from being the psychiatric panacea 
claimed for them. I think it would not be at 
all amiss to suggest that the limitations of 
these drugs require much more precise defini- 
tion than hitherto indicated and that the 
manufacturers should temper their enthu- 
siasm for such a “hot item” with the pru- 
dence and conservatism that has always 
characterized the highest aims of American 
medicine. 

STANLEY R, Dean, M.D., 
Stamford, Conn. 


CHILD PSYCHIATRY 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: The American Journal of Psychiatry 
provides a most useful service in publishing 
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annually the “Review of Psychiatric Prog- 
ress,” 


Where reference is made to a book in a 
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highly condensed manner, it is unfortunate 
that sometimes a wrong conception of its 
contents is conveyed. In the section, “Child 
Psychiatry, Mental Deficiency,” Kanner and 
Eisenberg (112: 531 Jan. 1956) misinterpret 
some hypotheses of my monograph, Dis- 
orders of Character, Persistent Enuresis, 
Juvenile Delinquency and Psychopathic Per- 
sonality. They write that I contend that 
“persistent enuresis is closely related to 
juvenile delinquency and psychopathic per- 
sonality.” In a number of instances (pp. 45, 
116, 117, and 119), I indicate that persistent 
enuresis may be related to a specific type of 
juvenile delinquency and psychopathic per- 
sonality, e.g., on p. 45 it is stated, “There is 
probably a specific [italics added] class of 
delinquents of a_ persistent-enuretic-delin- 
quent type which could be more sharply de- 
limited from delinquents in general [italics 
added ].” 

Their statement “the lack of sphincter con- 
trol can be characterized as a ‘short-circuiting 
in a neuropsychiatric [I state neurophysio- 


THE CORPOREAL SOUL 


With what Pleasures, and with what Delight, beyond other things, the Contemplation 
of the Soul hath drawn to itself the Wits of Men, and most profoundly exercised them, 


logic] sense and an acting out from the psy- 
choanalytic standpoint’” represents a con- 
densation which when taken out of context 
distorts the actual meaning of the hypothesis 
presented. In my discussion of p. 59, the 
phrase “lack of control” applies in a wide 
sense to the total personality and is not spe- 
cifically associated with sphincter control as 
intimated by Kanner and Eisenberg. The 
actual sentence reads “the quick transmis- 
sion of stimuli and the lessened inhibitory 
tendencies, each complementary to the other, 
might be considered in a neurophysiologic 
sense as a short-circuiting leading quickly to 
motor response, and in a characterological 
[italics added] sense (from the psychoana- 
lytic standpoint) as acting out, acting upon 
impulses.” 
I would appreciate your publishing these 
comments to clarify my position, 
Joserpn J. Micnaers, M.D., 
Belmont, Mass. 


Dr. Kanner did not feel that it was neces- 
sary for him to reply to the foregoing letter. 


appears even from hence, that almost none of the Philosophers, of whatsoever sect they 
were, and of every Age, who have not laboured in the search of it; But indeed, how hard 
and abstruse it is, and with what dark Blackness, not less than the shades of Hell itself, 
this knowledge of the Soul is over-shadowed, may be gathered from this; because they 
are opposite and uncertain, concerning it; yea, almost as many Men as there are, so many 
several Opinions have they Published; that truly tis no unjust Complaint of the Soul, that 


she understands all things but her Self. . 


. therefore, however the thing may be per- 


formed, I shall attempt to Philosophise concerning that Soul at least, which is Com- 
mon to Brute Animals with Man, and which seems to depend altogether on the Body, to 


be born and dye with it... . 


WILLIS 
(Two Discourses Concerning 
the Soul of Brutes. 1683) 
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Laufer, Ludwig Ge aid, 148-48 88th Ave., Jamaica 35, 


Lee, Richard H., Downey V. A. Hosp., North Chisege, Ii. 
‘eVine, Herbert O., 478 Beacon St., Boston 1s 

Harold James, 131 Linwood Ave., BA 

Lipton, Edgar L., 115 %. 8and St., New York 2%, N: Y. 

Llewellyn, Charles Elroy, Jr., Duke Univ., Durham, N. C. 

Lom bard, Everett Fisher, 20 Chestnut Court, Concord, 


H. 
m2. Richard H., 70 Dover Rd., Newi 
atare us, Robert Louis, 1008 Fifth " Ave., 


Margolis, Norman Martin, 7619 Restmere Rd., Norfolk 5, 


May, d: 4 A. Hos North Little Rock, Ark. 
McGehee, Paul te 96 Park Ave., New York 28, N. Y. 
McGrath, A SE. 68th St., New York 21, N. Y. 
McHugh, fu y sbi Palmer Ave. , Larchmont, N. Y. 
a Robert Lee, 434 E. 58th St., New York 22, 


Mercer, Mary Elizabeth, » Fioming ton, N. J. 
Merlis, Sidney, E. Mains Shore, 
severe, Robert eigel, 532 awr Ave., Swarth- 


Pa. 
Miller, "Alan D., Mental Health Study Center, College Park, 


Moore, E. Calvin, N. NP Princeton 
Naumburg, George Jr., Garth Rd., Scarsdale, > - 
rving, River State Hosp., Poughkeepsie, 


Pao, Ping- nie, Sheppard & Pratt Hosp., Towson 4, Md. 
Paras, Jorge L., Conn. State Hosp., Middletown, Conn. 
Pa ~ Edmund Cape, Jr., 330 Brookline Ave. , Boston 15, 


on, Conn. 
ew York 28, 


Post, _— Cyrus, 120 Central Park S., New York 19, 


Prall, Robert C cooley, Eastern Pa. Psychiat. Inst., Phila- 
delphia 29, Pa. 
Rane. Joseph Eugene, 9114 Riggs Rd., West Hyattsville, 


$35 E. 68th St., New York 21, N. 
Belvin, g811 O'Hara St., Pittsburgh 13, Pa. 
Ibert Burton, 1300 Yerkes "Se, Philadelphia 19, 


Ressler, V. Roland 

Richards, Warren be 2540 
Ohio 

Rinn, William Alexander, 521 Medical Arts Bidg., Balti- 
more tI, 


Rises, Norman C., 4701 Bradley Blvd., Chevy Chase 1s, 


m2 Alfred S., Jr., V. A. Hosp., Perry Point, Md. 
uther Dabney, 3506 19t St., Ss. E., Washington 
20, 


Rose, Jerome Victor, USAF Hosp., March Air Force Base, 
calif. 


Regan, Peter 
Reinhart, John 


404 Doneinge St., Reading, Pa. 
uburn Ave., Cincinnati 19, 


Reseatjem, Barnett, 170-20 69th Ave., Flushing, L. L, 


Rovito, Domenic A., Oak Ave., Lenni Heights 
Sever, Gordon, 7s0sth Hosp., APO 232, New York, 


Schattner, Edward, Sap H Central Islip, N. Y. 

Schlessinger, Nathan, U S. Naval Retraining Command, 
Portsmouth, N. H. 

Schnaper, Nathan, 1214 N. 
humacher, William Box Newtown, ‘onn, 

Shainess, Natalie, 161 Kings Point has Great Neck, N. Y. 

Shaping, Joseph, c/o Gutterman, 1969. Sist St, Brooklyn 
14, N. 

Sherwin, Albers c.. $75 E. 68th St., New York, N. Y. 

2 New ¥ York Y. N. ¥. 
lege osep! West ve. or 

Sikes, Walter ‘Allen, State Hosp. Ralei 

Smith, Marshall E., Jr., Conn. State _ ‘Middietown, 
oun, 


Stickney, Stonewall B., 201 N. Craig St., Pittsburgh 13, 
‘a. 


Calvert Baltimore 2, Md. 
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Storrow, Hugh Alan, 806 Orange St., New Haven 11, 


Conn. 
Stunkard, Albert J., 525 E. 68th St., New York a1, N. Y. 
Sullivan, Robert Browning, Child Ctr., Catholic Univ., 
Washington, D. C. 
wning, Jr., 15 W. 84th St., New York 24, 


Taubel, David E., Bryn Mawr Ave. & Weldon Lane, 
ryn Mawr, Pa. 
Tegeenel, Ernest R., U. S. Naval Hosp., Philadelphia 45, 


a. 
Tisza, Veronica E. B., 44 Bowdoin St., Cambridge, Mass. 
Tobin, Joseph M., 261 Jefferson Rd., Princeton, N. J. 

Towne, Lox kwood, Fairfield State Hos , Newtown, Conn. 
Treichel, William F., 1024 Park Ave., New York 28, N. Y. 
Vincent, Nicholas F., 144 S. Harrison St., East Orange, 


Welhaven Arne, 200 Retreat Ave., Hartford, Conn. 
avin, 30-54 206th St., Bayside, Queens, 


Wynne, Lyman Carroll, NIMH, Bethesda a Md. 

Yessler, Paul George, Walter Reed Army Hosp., Wash- 
ington, D. C. 

Young, William H., Jr., 517 North St. Asaph St., Alex- 
andria, Va. 

Zentner, Arnold W. 180th St., New York N. Y. 

Zetlin, Valentine olf, so W. 96th St., New York as, 


Zweibel, Arthur J., 20 Washington Place, Newark, N. J. 


NEUROLOGY 


Anderson, Gustav Walter, 85 Jefferson St., Hartford 14, 
Conn. 

Berg, Leonard, 4952 Maryland, St. Louis, Mo. 

Cospomser, Malcolm B., 630 W. 168th St., New York 42, 


Cullen, Chester F., 200 Retreat Ave., Hartford, Conn. 
Darnley, J]. Dana, Henry Ford Hosp., Detroit 2, Mich. 
Drislane, Thomas Murray, Albany Hosp., Albany 1, N. Y. 
Feldman, Daniel Solomon, U. 5S. Naval Hosp., Charleston, 


Goldensohn, Eli S., 622 W. 168th St., New York 32, N. Y. 
{ecete, Erwin M., 300 Auburn Rd West Hartford, Conn. 
agee, Kenneth Raymond, NI of ND & B., Bethesda 14, 
M 
N, 
Meyer, John Stirling, Boston City Hosp., Boston 18, Mass. 
Porter, Warren E., 525 Wheaton Rd., Fort Sam Houston, 
ex. 
Rowland, Lewis P., Montefiore Hosp., New York 67, N. Y. 
Scheinberg, Labe Charles, 710 W. 168th St., New York 
34, 
Stage, Walter R., Jr., 210 McDonough St., Brooklyn 16, 


d. 
enry, John Thomas, 109 Linwood Ave., Buffalo 9, 


Smith, Bernard H., 462 Grider St., Buffalo 15, N.Y. 
Strobos, Robert R. J., Bowman-Gray Sch. of Med., Win- 
ston-Salem, Cc. 


MORALS 


But in fact morals is the most humane of all subjects. It is that which is closest to 
human nature; it is ineradicably empirical, not theological, nor metaphysical nor mathe- 
matical. Since it directly concerns human nature, everything that can be known of the 
human mind and body in physiology, medicine, anthropology, and psychology is pertinent 
to moral inquiry. ... Moral science is not something with a seperate province. It is 
physical, biological and historic knowledge placed in a human context where it will 


illuminate and guide the activities of men. 


—Joun Dewey 
(Human Nature and Conduct) 
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COMMENT 


THE PROBLEM OF THE COMIC BOOKS 


Patrick Murphy Malin, executive secretary 
of the American Civil Liberties Union, at 
a meeting of social welfare leaders in New 
York in November, stated that parental con- 
trol over the reading habits of their children 
constituted the best solution to this perplex- 
ing problem. He spoke at a panel discus- 
sion on the subject “Censorship of Books 
and Comics,” sponsored by the Library As- 
sociates of The New York School of Social 
Work, Columbia University. 

Mr. Malin said that the censorship of 
comic books on the basis that only children’s 
reading would be affected could not be sus- 
tained on the available evidence of vast adult 
readership of such fare. He added that ban- 
ning the sale of comics to children under a 
certain age was not practical to enforce. He 
attacked the volunteer citizens’ group, or 
“watchdog committee.” Although they had 
the right as individuals to decide what they 
or their children should read, he said that 
“concerted action, designed to decide the 
reading fare of the entire community, im- 
poses the will of one group on other persons 
and constitutes an attempt to enforce con- 
formity, a practice alien to the American idea 
of free choice.” 

Mr. Malin held that “To suppress books 
in the absence of a clear and present danger, 
even offensive comic books, is in violation of 
the First Amendment, the weakening of 
which can lead to the undermining of our 
free institutions, which we want our children 
and their children to enjoy and respect. True, 
there may be a risk in allowing the circula- 
tion of books—all kinds of books— but risk 
is an indelible mark of democracy and a 
society of freedom.” 

Monroe Froehlich, Jr., secretary and treas- 
urer of the Comics Magazine Association of 
America, and business manager of the Maga- 


zine Management Company, held up the self- 
censorship program of the Comic Magazine 
Association as eliminating “all that was un- 
desirable in the comic book field.” 

Mr. Malin, however, attacked all codes as 
inevitably “inhibiting the free expression of 
ideas.” He cited the Code of the Comics 
Magazine Association, where, he said, “re- 
straints unrelated to horror, crime and vio- 
lence have been promulgated and are being 
enforced. . . . While we encourage each in- 
dividual publisher to develop his own stand- 
ards of taste and decency in the publication of 
comic books, we are opposed to the estab- 
lishing of rigid standards to which all pub- 
lishers are constrained to abide.” 

Mr. Froehlich pointed out that in 1955, 
103 separate pieces of legislation pertaining 
to the distribution and sale of comic maga- 
zines and/or magazines and books were in- 
troduced in 32 states, Alaska and Hawaii. 
He added that “never has an industry, in a 
climate of hostility, been beset by so many at- 
tempts to legislate against it, yet emerged 
from the struggle so successfully as the 
comics industry.” 

Both Mr. Froehlich and Mr. Malin were in 
agreement that the organizations they repre- 
sented felt a number of these laws could not 
meet constitutional standards. 

Dr. Fredric Wertham brought together 
in a book written not so long ago a mass of 
evidence, with reproductions of lurid illustra- 
tions, constituting a strong indictment of the 
horror and crime comics. Moreover on both 
shores of the Atlantic there has been a great 
amount of spoken and written argument for 
combating this evil. To date, however, from 
this mountain of discussion, so far as practic- 
able and workable measures are concerned, 
hardly more than the proverbial rodent ap- 
pears to have been brought forth. 
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NEWS AND NOTES 


Mepica Epucation Week.—The first 
nationwide observance of Medical Education 
Week will be held April 22-28. Sponsored 
by the American Medical Association and its 
Woman’s Auxiliary, the Association of 
American Medical Colleges, the Student 
American Medical Association, the American 
Medical Education Foundation, and the 
National Fund for Medical Education, the 
program for Medical Education Week will 
include opening the doors of the nation’s 
medical schools to public view. 

In 1954-55 more students enrolled and 
graduated from U. S. medical schools than 
in any other year, contrary to the popular 
belief that entrance to these schools is highly 
restricted. President Eisenhower, in giving 
this new observance his endorsement stated : 
“This Week will give the American people a 
special opportunity to learn of the great con- 
tributions to the national welfare which 
American medical schools have made, and the 
goals which they have set for the future.” 


1956 Menta HeattH CaMPaicn.—The 
campaign will be launched during Mental 
Health Week, April 29—May 5, and con- 
tinue throughout May. Devoted exclusively 
to the total fight against mental illness, the 
National Association for Mental Health is 
the only national citizens’ organization of its 
kind operating on a voluntary and non-profit 
basis. Further information about member- 
ship in the Association and fund donations 
may be obtained by writing the National 
Association for Mental Health, 1790 Broad- 
way, New York 19, N.Y. 


CarNecie Corporation Grant To Epu- 
CATION.—The largest grant ever made by 
the Carnegie Corporation has recently been 
awarded to the Institute of International 
Education. The Institute received $1,500,000 
to develop its program of international 
student exchange over the next 10 years, Dr. 
John W. Gardner, president of the Cor- 
poration, in making the award, commented 
on the large increase of American students 


studying abroad and of foreign students 
studying in the U. S. since World War I. 
The Institute of International Education has 
been pre-eminent in establishing student ex- 
changes during the past 37 years. 

New Epvucation 
35th anniversary and oth world conference 
of the New Education Fellowship will be 
held at Utrecht, Holland, July 26 to August 
8, 1956. The conference theme will be Con- 
structive Education and Mental Health in 
Home, School, and Community. Special 
guest speakers will include Dr. John Bowlby, 
Dr. Margaret Mead, and Dr. Albert 
Schweitzer. All persons working with chil- 
dren or young people, whether as parents, 
teachers, administrators, social or welfare 
workers, or in some branch of the medical 
and ancillary professions, are invited to par- 
ticipate. Further information may be obtained 
from Mr. J. B. Annand, New Education Fel- 
lowship, 1 Park Crescent, London, W. 1. 

Deatu or Dr. TiImMMB.—On February 12 
at St. Petersburg, Florida, died Dr. Walter 
Timme, the first professor of Neuroendocri- 
nology, College of Physicians and Surgeons, 
Columbia University. 

Dr. Timme received his medical degree 
from Columbia University in 1897, and did 
graduate work in Berlin, Munich, and Paris. 
In 1910 he joined the staff of the Neuro- 
logical Institute at the Columbia Presbyterian 
Medical Center, and was director of the 
neuroendocrine department from 1918 to 
1937. He was the first to describe the pluri- 
glandular disease since known as “Timme’s 
Syndrome.” 

Dr. Timme was one of the most eminent 
neurologists and endocrinologists of recent 
times ; he was also a patron of music and the 
arts. He had almost attained his eighty- 
second year at the time of his death. 

Deatu or Dr. peJonG.—Dr. H. Holland 
deJong died suddenly on February 16, 1956, 
at the age of 61. At the time of his death he 
was Director of Research and Education at 
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Osawatomie State Hospital, Osawatomie, 
Kansas, A native of Sneek, Holland, Dr. 
deJong received his early training at the 
Amsterdam Medical School and at Aurich 
University Hospital under Bleuler, Inter- 
nationally known for his researches in pro- 
ducing symptoms of mental illness in ani- 
mals, Dr. deJong held teaching positions in 
many psychiatric hospitals in the United 
States, and was, at the time of his death en- 
gaged in researches into the relationship be- 
tween abnormalities of liver functions and 
schizophrenia. 


Deatu or Dr. GInzserc.—The 
noted gerontologist died January 19 of a 
heart attack at his home in Tomah, Wis- 
consin. A Fellow of The American Psychi- 
atric Association, American Gerontological 
Society, and the American Geriatrics Society, 
Dr. Ginzberg was serving as senior physician 
and chief of the geriatrics department of the 
V.A. Hospital at Tomah at the time of his 
death. He received his early medical training 
in Germany, practiced until 1941 in France 
and subsequently in America, the major part 
of his professional life having been devoted 
to a study of the problems of the aged. 


First CANADIAN DruG REHABILITATION 
Curnic.—Established at the Mimico Re- 
formatory under the auspices of the Reforms 
Institutions Department of the government, 
Canada’s first clinic for drug addicts was 
officially opened last January 17, The new 
center is under the direction of Dr. F. H. Van 
Nostrand, director of neurology and psy- 
chiatry for the Reform Institutions Depart- 
ment, and Dr. R. G. Bell, Toronto specialist 
in alcoholism. Patients will be accepted at 
the clinic on a voluntary basis only, and there 
is no provision for nonprisoner patients. At 
present the clinic has accommodation for 
25 patients, but is capable of expansion. 


Dr. Brosin’s SaspaticaL Year.—Dr. 
Henry W. Brosin, director, Western Psychi- 
atric Institute and Clinic, and professor and 
chairman of the department of psychiatry, 
University of Pittsburgh School of Medicine, 
is spending a sabbatical year at the Center for 
Advanced Study in the Behavioral Sciences, 
Stanford, California, 


Dr. Krapr Lecrures at Seton Insti- 
TUTE.—During the week February 15 to 23, 
1956, Dr. Eduardo Krapf of Buenos Aires 
and Geneva served as first visiting professor 
in psychiatry at the Seton Institute in Balti- 
more, Maryland. Dr. Krapf, who for some 
years held the post of associate professor of 
psychiatry at the University of Buenos Aires, 
is president-elect of the World Federation 
for Mental Health. During his week at the 
Seton Institute he gave a public lecture on the 
meaning of psychoanalysis for our image of 
man. 


Dr. Rosert B. Lams Honorep.—One 
of the veterans of The American Psychiatric 
Association, Dr. Robert B. Lamb, who died 
several years ago, was honored last year by 
the Albany Medical College of Union Uni- 
versity by the establishment of the Robert B. 
Lamb professorship of Medicine. Dr. Lamb, 
long-time owner and director of Creighton 
House at Harmon-on-Hudson, a private psy- 
chiatric institution, left a substantial portion 
of his estate for the establishment of the 
Lamb Foundation Incorporated which made 
grants to the Albany Medical College, the 
Department of Medicine of the University of 
Buffalo, and the College of Medicine of the 
University of Vermont for the purpose of 
setting up courses in doctor-patient relation- 
ships. 

In 1950 an additional annual grant was 
made to the Albany Medical College, of 
which Dr. Lamb was an alumnus, and as a 
memorial the chair in medicine was named 
for him. 


SEMINAR ON THE AGiNG PRrocess.— 
Galesburg State Hospital, in co-sponsorship 
with the Illinois College of Medicine, will 
present a 1-day seminar on the aging process 
May 5, 1956. It will include 2 sections: the 
physiology of aging, to be discussed by Dr. 
H. E,. Himwich, Dr, Nathan Shock, and Dr. 
Ernst Simonson ; and clinical implications of 
aging, to be discussed by Dr. Kurt Wolff, 
Dr. Jules Masserman, and Dr. Lionel Cosin. 
Further information may be obtained by 
writing Dr. Lester H. Rudy, Galesburg State 
Research Hospital, Galesburg, Illinois. 


SuMMeER WorksHop SEMINARS IN THE 
RorscuacH Test.—The Department of 
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Psychology, University of Chicago, has an- 
nounced 2 workshop seminars, conducted by 
Dr. S. J. Beck, to be held July 9-13 and 
July 16-20, 1956. The first seminar will deal 
with the basic processes of Rorschach testing 
and the second with advanced clinical inter- 
pretation. Further information may be ob- 
tained by writing to the Department of Psy- 
chology, University of Chicago, Chicago 37, 
Illinois. 


CHILDREN’s Psycuiatric Unit, UNI- 
VERSITY OF MUCHIGAN.—Dedication cere- 
monies for a new Children’s Psychiatric Unit 
at the University Hospital, University of 
Michigan, were held on February 11, 1956. 
Dedication ceremonies, conducted in the 
Unit’s new auditorium, occupied the fore- 
noon. Dr. Alan Gregg of the Rockefeller 
Foundation was the guest speaker at the fol- 
lowing luncheon held at the Michigan 
League ; a medical scientific program in the 
afternoon completed the day’s ceremonies. 


OrTHOPSYCHIATRIC ASSOCIATION.—The 
33rd annual meeting of the American Ortho- 
psychiatric Association, attended by over 
4,000 professional men and women was held 
March 15 to 17 at the Hotels Commodore 
and Roosevelt in New York City. Sixty-five 
scientific papers were presented and 20 work- 
shops dealing with the problems of mental 
health were held covering problems in the 
field ranging from juvenile delinquency to 
adult psychotherapy. Membership in the As- 
sociation is open to professional persons with 
clinical experience and to persons in the re- 
lated fields of education, sociology, and an- 
thropology concerned with orthopsychiatric 
problems. 


ANNUAL INSTITUTE IN PSYCHIATRY AND 
Nevuro.ocy (Lyons, N. J.).—The sixth 
annual Institute will be held at the V.A. 
Hospital, Lyons, New Jersey, Wednesday, 
April 18, 1956. The day’s program will in- 
clude a morning round-table conference on 
the effects of tranquilizing drugs in psychi- 
atry, an afternoon session with discussions 
of variously related problems in psychiatry, 
and an address in the evening by Dr. Frank- 
lin G, Ebaugh on psychiatric progress since 
1920. Further information may be obtained 


from Dr. A. E. Trollinger, V.A. Hospital, 
Lyons, New Jersey. 


Society ror AppLiep ANTHROPOLOGY.— 
The 1956 annual meeting of the Society will 
be held at Harvard University Graduate 
School of Business Administration on May 
25, 26, and 27. The theme of the 3-day meet- 
ing will be “Technology and Organization.” 
Nonmembers of the Society are cordially in- 
vited to attend the meeting. Further infor- 
mation concerning the program may be ob- 
tained by writing to the Society’s offices at 
150 East 35th Street, New York 16, N. Y. 


ANNUAL INSTITUTE IN PsyCcHI- 
ATRY AND NevuroLocy (NortH 
Rock, Ark.).—This Institute, held at the 
V.A. Hospital in North Little Rock, March 
1-2, marked the observance of the 35th year 
of the founding of the hospital. The program 
included planned social activities and instruc- 
tive scientific colloquiums. Prior to the Insti- 
tute, on February 29, a workshop in psy- 
chiatric nursing and a conference on dietary 
management of psychiatric patients were 
held. The University of Arkansas School of 
Medicine sponsored a seminar in clinical psy- 
chology in cooperation with the Institute. 


FourtH ANNUAL Karen Horney Lec- 
TURE.—The Association for the Advance- 
ment of Psychoanalysis sponsored the Fourth 
Annual Karen Horney Lecture held at the 
New York Academy of Medicine on March 
28. Preceded by a dinner in the President’s 
Gallery of the Academy, the lecture was de- 
livered by Dr. Frederick H. Allen on the sub- 
ject, “Horney’s Concept of Basic Conflict in 
Child Psychiatry.” 


A. N. Z. A. P.—At the 1955 annnal meet- 
ing of the Australian Association of Psy- 
chiatrists, which was attended also by dele- 


gates from the sister dominion of New 
Zealand, the suggestion was made that the 
name of the organization be changed to the 
Australian and New Zealand Association of 
Psychiatrists. Action on this suggestion is 
not reported. 

Gratifying evidence of federal interest in 
mental health was reported. The Common- 
wealth has offered to the several states a con- 
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tribution of 10 million pounds towards a 
capital works’ program of 30 million pounds 
on the basis of 1 pound of Commonwealth 
funds for every 2 pounds spent by the states. 
Authorizing legislation was introduced in the 
House of Representatives in September 


1955. 


Puystatric Metnops or TREATMENT 
IN A Nevuropsycuiatric 
cause of an unauthorized change in spelling 
after the JourNAt had gone to press, the title 
of this article by Charles H. Reagan, M. D., 
appearing on page 637 of the February 1956 
issue, erroneously reads, “Psychiatric Meth- 
ods of Treatment in a Neuropsychiatric Hos- 
pital.” 


ConTrisuTti LAsoratorio pi Psico- 
LociA.—Volumes 18 and 19 of this series, 
published by the Universita Cattolica Del. S. 
Cuore of Milan are now available and contain 
experimental laboratory results in psychology 
obtained during the years 1952-1954. Under 
the direction of Fr. Agostino Gemelli, 
o. f. m., this series includes articles in 
French, German, and English ; however, the 
majority of the papers are in Italian. 


INTERNATIONAL ASSOCIATION FOR CHILD 
Psycuiatry.—Child psychiatrists and mem- 
bers of allied professions are invited to join 
the Association as associate members. Appli- 
cations for membership are subject to the 
approval of the Executive Committee, and 
should be sent to Dr. Gerald Caplan, Har- 
vard University School of Public Health, 
1 Shattuck Street, Boston 15, Mass. Annual 
dues are $3.00 in U. S. currency or the 
equivalent in other currencies. 


INTERNATIONAL ASSOCIATION OF APPLIED 
PsycHo.Locy.—The 13th Congress of the In- 
ternational Association of Applied Psychol- 
ogy will be held in Madrid in 1958, under 
the Presidency of Professor José Germain. 
Officers for the forthcoming year are: Dr. 
C. B. Frisby, London, president; Prof. H. 
Piéron, Paris, past president ; Prof. J. Ger- 
main, Madrid, vice-president ; Prof. R. Bon- 


nardel, Paris, general secretary; Dr. M. 
Coumétou, Paris, treasurer. 


PsycHIATRY IN INSTITUTIONAL Work 
WITH THE AGED.—This brochure, published 
by the Community Service Society of New 
York, contains the minutes of a psychiatric 
seminar conducted by Dr. Alvin I. Goldfarb 
for the Staff of the Study Project in Services 
for the Aging, Community Service Society 
of New York, held from March to May 
1955. Such topics as motivation and be- 
havior in old age, the eating problems of 
older persons, and fear and rage in the brain- 
damaged older person are dealt with. Copies 
of the publication may be obtained for 
60 cents from the National Committee on 
Aging, National Social Welfare Assembly, 
345 East 46th Street, New York 17, N. Y. 


NATIONAL ORGANIZATION OF MENTAL 
Hospital AND CLInic Puysicians To Be 
Formep.—The Physicians’ Association, De- 
partment of Public Welfare, State of Illinois, 
is sponsoring the formation of a national or- 
ganization of mental hospital and clinic physi- 
cians (Intramural Psychiatric Association). 

The Illinois Association will have desk 
space at the 1956 annual convention of The 
American Psychiatric Association (April 30- 
May 4) at the Morrison Hotel in Chicago, 
for information and registration. 

On May 1, at 1:30 p.m., a meeting will 
be held at 123 West Madison Street, a half 
block west of the Morrison Hotel, to lay the 
groundwork of the national organization. 


Psycuiatric Research Reports 2.— 
Edited by members of the Committee on Re- 
search of the APA, Psychiatric Research 
Reports contains 13 papers under the general 
heading “Approaches to the Study of Human 
Personality.” These papers, originally pre- 
sented at a Regional Research Conference 
held in Mexico March 11-13, 1954, are by 
leading Mexican psychiatrists and guest psy- 
chiatrists from the United States. Excerpts 
from discussions following the paper are also 
included. Copies may be obtained from The 
American Psychiatric Association, 1785 
Massachusetts Avenue, N.W., Washington 
6, D. C, for $2.00 each. 
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Psycnuatnie. I. Inleiding. Dr. H. C. Riimke. (Am- 
sterdam: Schelterma & Holkema N. V., 1954.) 


Professor Riimke is well known in Europe from 
a number of his publications and from his report 
on the psychopathology of delusion delivered in 
Paris at the International Congress of Psychiatry, 
1950. This book is the first volume, the introduc- 
tion (inleiding), of a work of 3 volumes. The 
second will deal with the psychoses ; the third, with 
“Between Psychosis and Normality” (Tussen psy- 
chose en normaliteit). WHere it is Professor 
Rumke’s intention to give “an introduction into the 
whole psychiatry.” While he wrote the book for 
medical students (undergraduates), he also thought 
it might interest physicians, family doctors, special- 
ists, psychologists, educators, lawyers, and theo- 
logians. He says “I must confess that this introduc- 
tion got ‘longer’ than I had expected.” 

The general considerations in the first chapter 
begin with a short introduction into the introduc- 
tion in which the author emphasizes “Psychiatry is 
not only an adapted natural science. One of its 
main pillars is the geesteswetenshap (humanities).” 
He warns lest psychiatrists parade as a sort of 
“supermen” who satisfy their “sensational curiosity 
with shameless indiscretion. One knows such 
people among the less gifted followers of the great 
pioneers in psychotherapy.” A sketch of the history 
of psychiatric theories during antiquity, the middle 
ages, beginning of the new age (Pinel) with the 
developments in France and Germany, “Compari- 
son between yesterday and today” and present de- 
velopments are followed by discussions on soul and 
body and the concept of disease. 

Fundamentals, Methods, and Theories are the 
content of the second chapter. There are first 
neurophysiological fundamentals, then the organic 
psychosyndromes, endocrinological relationships and 
stress-reactions (Selye). Among the psychological 
methods various phenomenologies (Jaspers, Spran- 
ger, Kronfeld, v. Gebsattel) the phenomenological 
anthropology (PBinswanger’s Daseinsanalyse), an- 
thropology (van der Horst) are presented. Again 
there is a warning: “We must not forget that we 
should not identify psychiatry with phenomenology. 
That danger is always threatening when a new 
method finds enthusiastic followers. We see it 
happening in psychoanalysis when American in- 
vestigators think that the whole of psychiatry 
should be ‘dynamic.’ The method of objective psy- 
chology has still great values and will keep them as 
long as psychiatry will remain a medical science— 
and I hope that this will always be the case.” Only 
now depth psychology (Freud, Jung, Adler, Reich, 
Fromm, Horney) and the psychology of dreams are 
commented on at some length. From here we quote, 
“Not the psychiatrist, but the artist makes deepest 
experiencing visible and is capable of putting it in 
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some form. Deepest experiencing does not appear in 
the [mentally] sick, but in the supreme moments of 
the life of normal man [and] in the psychic life of 
healthy man there occur disturbances which one 
cannot call sickness.” 

Normal man is dealt with in the fourth chapter. 
The development of the human individual (Pfahler, 
v. Monakow, Freud, Bowlby, Buehler, Piaget, 
Charlotte Buehler, Jaspers, Stern, Spranger, 
Riimke, Kuenkel, Stanley Hall, Helene Deutsch, 
Margaret Mead, Simone de Beauvoir, Buytendijk, 
Kinsey, Adler), the structure of personality 
(Klages, Scheler, Stern, Maeder, and others) and 
the “driving forces” (v. Monakow, Freud, Mac- 
Dougall, Jung and a few others) are discussed. 
There follow several pages on existentialism where 
we read “Binswanger calls Daseinsanalyse an 
empirical science. I am convinced that he goes too 
far in this respect; from Heidegger's viewpoint it 
is certainly not empirical, but interpretation on the 
group of a philosophical view. Binswanger makes 
here a step toward simplification which is necessary 
in order to render the existential usable for clini 
cal psychiatry. [However] is it possible to experi- 
ence an existential? This is not certain [for] we 
experience sorrow, we do not experience the exis- 
tential sorrow.” 

The fourth chapter brings the psychiatric ex- 
amination: auto-, hetero-, and social history, very 
detailed sections on the status praesens with symp- 
toms and aspects derived from a variety of sources 
(St. Augustine, van den Berg, Jaspers, Ey, Janet, 
Kierkegaard, Freud, Heidegger, Sartre, E. B‘ouler, 
Horney, Sillevis Smitt, and others). 

The fifth chapter bears the title, “Preconditions 
Which Make The Origination of Psychic Disorders 
Possible. The syndromes.” Exogenous and endog- 
enous preconditions are distinguished, but, first of 
all, “what one may call the condition sine qua non: 
the circumstances that we have to deal with man.” 
Following the remarks on exogenous and endog 
enous preconditions, respectively, the exo- and 
endogenous syndromes are demonstrated; none 
seem to have been overlooked. Psychogenic pre- 
conditions, neuroses and psychosomatic pictures, 
sociogenic conditions and syndromes find their place 
in this chapter, at the end of which are observations 
on most essential conditions for the origination of 
developmental disorders. 

Diagnosis is the subject of the sixth chapter. 
Here, too, Professor Riimke wants to do justice to 
several views. He explains Birnbaum’s structural 
analysis and presents Kraepelin’s viewpoint. He 
writes: “A disease entity in the sense of Kraepelin 
is more than a simple category (rubriek), less than 
a diagnosis.” We still have to “learn to distinguish 
between nosological entity, category (rubriek) and 
diagnosis.” The author gives this definition “To 
diagnose is to interpret psychopathological mani- 
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festations.” He thinks that “in the American litera- 
ture diagnosis is equaled to the therapeutic plan of 
campaign.” 

The last chapter deals with “Therapeutic Possi- 
bilities.” It begins with pharmacological (including 
largactil, i.e., chlorpromazine) means and ends with 
group therapy. If psychodrama and music were 
mentioned the chapter would be “perfect.” Even so 
it is excellent as Professor Riimke has always been 
particularly interested in therapy. 

This is only the first of 3 volumes as I have al- 
ready mentioned. Remembering the author’s re- 
mark “I cannot make it shorter,” we may expect 
quite an achievement. In the present volume he 
shows his devotion to psychiatry, his comprehensive 
scholarship, his sound critical attitude, and his 
considerable effort not to forget anybody nor any- 
thing of any relevance, to do justice to all and to 
come to an integrated presentation, not just to an 
eclectic preformance. The frame of a review does 
not allow one to go into all the details one might 
want to mention. I hope, though, that I have given 
some insight into the author’s attitude and pro- 
cedure. There are a goodly number of unusually 
fine passages and formulations. 

However, the more one reads in this remarkable 
book the more one comes to wonder whether psy- 
chiatry can still be presented by one author. Of 
course, one can develop one’s opinions and one’s 
approach, but it does not appear feasible to con- 
vince oneself of being a psychiatric know-all. It 
augurs still less well to try to convince the others 
of such tremendous knowledge. The old Romans 
had an adage for it: multa, not multum; if you 
want to deal with too many things, you are unlikely 
to do very much in any one of them. 

It is desirable to “master” the literature in one’s 
field of work. Is there anybody who has read 
“everything” ever published by Freud, his pupils, 
all the schools deriving from him, the works of the 
various phenomenologists, anthropo- and ontologists 
and their psychiatric descendants, to say nothing 
about the psychiatric clinicians of old and new? It 
cannot be done. Not even Professor Riimke with 
all his admirable scholarship could do it. I counted 
the authors’ names in the text of the second and 
seventh chapter (I picked these chapters at ran- 
dom): there are 58 and 52 names, respectively ; 
there are given in footnotes 4 and 8 bibliographical 
references, respectively. There is on p. 59 the re- 
mark that “The work of Sillevis Smitt is mentioned 
here with particular emphasis ;” there is no refer- 
ence as regards this author’s publications. It also 
occurs that a full sentence from another author's 
paper is reproduced without quotation marks and 
without the author’s name. All this I mention to 
illustrate my foregoing remarks. 

There is another point. For medical students this 
book seems to be heavy reading. Naturally, Pro- 
fessor Riimke knows his Dutch students and is in 
a better position to judge what he may demand 
from them than I am. Yet I shudder in thinking of 
the possibility that he may ask his students in 
examinations about differences of various dynamic 


schools or about Heidegger's Dasein and world in 


the schizophrenic. I trust he will not do it. 
Nevertheless I found this book stimulating read- 
ing. It shows—at least to me—how much one does 
not know. I raise my hat to Professor Riimke the 
writer, the scholar, the therapist. 
Eucen Kaun, M.D., 
Houston, Tex. 


Textsook or Mepicine. By R. L. Cecil, R. F. 
Loeb, et. al. (Philadelphia: Saunders, 1955.) 


Medicine has become too big for any one person, 
and the textbooks of medicine have become larger 
in proportion. An editor has to decide whether a 
single volume can be small enough to be handled 
easily, and yet not leave out so many essentials 
that it is annoyingly incomplete, or make it big 
enough to pack in sufficient basic science and thera- 
peutic data to make it probable that the reader will 
find the points he wants in it. 

This well-known textbook has grown bigger, and 
is even more complete in its coverage than before. 
However, it is still easy to read, apart from its 
weight. Its comprehensiveness will appeal not only 
to the student and recent graduate but also to the 
older hand who may feel that he is a bit out of 
touch with newer knowledge of disease. In this 
respect, an excellent feature is an introduction to 
many of the divisions where the basic science and 
general consideration of the subject is clearly, but 
not too lengthily, discussed. 

Added to this edition are 39 new subjects. Ex- 
amples are Colorado tick fever, cat scratch disease, 
the leptospiroses, blast injury, dehydration and 
fluid balance, shoulder-hand syndrome, and the de- 
mentias. There are no less than 172 contributors 
to this book, including some of the best-known 
names in medicine. This assures the reader of ac- 
curate knowledge in all fields, and sound judgment 
in diagnostic points, clinical description, and treat- 
ment. 

The references to the literature is a useful fea- 
ture, and the index is excellent. 

Trevor Owen, M.D., 
Toronto, Canada. 


Tue Sexuat Orrenper AND His Orrenses. Etiol- 
ogy, Pathology, Psychodynamics, and Treat- 
ment. By Benjamin Karpman, M.D. (New 
York. Julian Press, 1954. Price $10.00.) 


Sexual offenses have become a grave social prob- 
lem. We write books and papers for one another ; 
but in many years the procedures have hardly 
changed. What is the nucleus of our well-sub- 
stantiated knowledge? What are the definite prob- 
lems needing further investigation? To what ex- 
tent can be, and is, our knowledge practically ap- 
plied for prevention and treatment ? 

This book does not give clear answers to the im- 
portant scientific and practical problems involved. 
It is an accumulation of all kinds of material— 
quotations, abstracts and assertions—without focus 
and without any well-thought-out or clarified 
pathological (not to mention social) principles. 
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Whatever merit it may have in certain parts, the 
over-all effect is harmful and confusing. 

The author states with assurance that “the vast 
amount of popular misinformation” is due to our 
lack of scientific knowledge. But the reasons for 
the many half-baked popular books and articles 
must be sought in other areas. It requires courage 
to tell the real facts and ask for decent laws and 
proper treatment for all those who need them. 
Freud’s enormous contribution to the understanding 
of sex no longer needs to be re-emphasized. But 
the author is on the defensive, almost as if he had 
been reproached for not being sufficiently psycho- 
analytic. The reader cannot find in his book good 
accounts of fully psychoanalyzed cases, however, 
and the brief summaries of the author’s or other 
people’s cases are anything but psychoanalytic. 

Society's attitude is vindictive, and as a rule psy- 
chiatrists have been too complacent in cooperating 
with this vindictiveness. Nothing is gained by such 
platitudes as “the sexual instinct must be con- 
sidered as of prime importance in the development 
of sexual psychopathy.” The author’s contempt for 
the legal mind doesn’t make things easier. For 
example, he states: “The legal mind does not 
understand, and apparently is unable to grasp, the 
psychodynamics of sexual development.” 

The central theme seems to be that perversions 
are neuroses. There is no sufficient working-out 
of real clinical diagnoses. That, however, is the 
elementary requirement and is practically impor- 
tant because we have to sift the severely ill offender 
from the others. Not enough distinction is made 
between the wish for (and fear of) an act such as 
incest or homosexuality and the execution of an 
act. Quite apart from the law, the execution of an 
act creates a new set of psychodynamic circum- 
stances. 

Sex offenses are notoriously an emotion-charged 
subject. That makes the need for facts and objec- 
tivity the more necessary. Otherwise this whole 
psychiatry of perversion becomes really a perver- 
sion of psychiatry. But in this book there is little 
respect for facts, or for the rules of evidence. I 
hate to think what an opportunist expert could do 
with this book in a courtroom, for from this text it 
could be deduced that a sex offender is neurotic, 
that he is normal, that he is like a diseased person, 
that he is like a “cripple.” 

The author seems to accept only two methods of 
study: psychoanalysis in the strictest sense (of the 
proper application of which he gives little evidence) 
and the questionnaire method. Of the latter the 
Journal of the American Medical Association re- 
viewer wryly comments: “After this ordeal the 
most hardened sexual offenders would go and sin 
no more.” The author’s questionnaire is just a 
hodge-podge of 312 questions, including such 
queries as: “Have you Jewish friends?” (Question 
168) ; “Which of the qualities commonly attributed 
to Negroes, as ignorant, over-sexed, happy-go- 
lucky, diseased, shiftless, do you believe to be 
justified?” (Question 174) Note that the question 
does not ask: Are any of these unpleasant char- 


acterizations justified; it is a loaded question, as if 
it were just a matter of selecting which are true.) 
Nor do such bits from the literature as this do any- 
thing except perpetuate a lot of misinformation: 
“Turks and Arabs are perverse, French are sup- 
posed to be, but actually not so much so as the 
Slavs. ... The English have sadistic tendencies.” 
All of this is prejudicial nonsense which have no 
place in a scientific book. 

The author does the same thing with psycho- 
analysis and the questionnaire method: he omits 
the focus of clinical judgment and structure in 
favor of juxtaposition and enumeration. He sum- 
marizes what many authors say without critique, 
so that this book could almost be used as an en- 
cyclopedia of errors. He gives a wrong definition 
of sex offenses, stating that “sex offenses are be- 
havior that offends a particular society in a par- 
ticular culture.” Actually, they are sexual acts for- 
bidden by law and laws vary historically, for many 
reasons including deliberate governmental policy. 

The role of homosexuality as being related to 
practically all perversions is overstated. The 
section on incest suffers from a disregard for the 
historical development of the family and for social 
anthropology. Relying on one of Freud’s earliest 
working hypotheses, which Freud later completely 
discarded, Karpman in 1955 still makes the cate- 
gorical statement that “many psychosexual dis- 
turbances result from early incestual experiences” 
(p. 379). It is not clear whether such errors are 
due to half-knowledge, careless writing, poor editing, 
or the general overpadding of the whole book. 
Far from utilizing psychoanalytic insight, the au- 
thor in many instances takes too simple and mech- 
anistic a view. For example: “Transvestism is an 
extension of growing-up games’; certain 
amount of force is used in normal sex relations; 
rape may occasionally be seen as a greatly exag- 
gerated reaction,” No real correlation is established 
between the symptoms and the patients’ actual ex- 
periences, thoughts, and complexes. The reader is 
confronted with some unjustified generalizations 
which are forensically useless; ¢.g., “Criminals are 
psychically sick people, not responsible for their be- 
havior.” 

Nothing discredits psychiatrists more in court 
than broad assertions without proof. Many of the 
most serious and violent sex offenders whom I 
have examined habitually looked for reading mat- 
ter and pictures depicting their inclinations. But 
Dr. Karpman asserts that people who read porno- 
graphic literature are “less likely to become sexual 
offenders than those who do not, for the reason that 
such reading often neutralizes what aberrant sexual 
interests they may have” (p. 485). That is a typical 
wrong application of a grain of psychoanalytic 
truth. Police who arrest serious sex offenders 
know better. 

Some statements in this book are hardly credible. 
For instance: “Where is the difference between the 
sexual psychopath who impulsively attacks an un- 
known person and the schizophrenic who does the 
same thing?” (p. 488). He also says that “one 
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must view schizophrenia as being basically a de- 
fense against sexual encroachment” (p. 524). If we 
are so unclear about mental illnesses, how can we 
be of any service to the law and to the community ? 

As far as treatment is concerned, the author has 
developed what he himself correctly calls “a rather 
simple method of dealing with sexual offenders: 
I merely change the diagnosis from wne of psy- 
chopathy to one of neurosis and then proceed to treat 
as any neurosis” (p. 574). That is not good 
enough. 

There is a rather euphemistically called “critical 
survey” of the literature prepared by a graduate 
student which is self-assured but lacking in clinical 
understanding. At the end of the book are two 
diagrams. One is supposed to be a representation 
of paraphilias; the other of “classifications in psy- 
chiatry.” They remind me of the farcical book 
Is Sex Necessary? which has some diagrams, too. 

At present there is an infrascientific tendency to 
an overgrowth of huge generalizations over a slen- 
der plant of concrete clinical investigation. For 
example, last year there appeared the final report of 
the California Sexual Deviation Research. It is 
shallow and unworthy of our specialty and of the 
great men who created it. It culminates in a cliché 
such as is frequently used by journalists to begin an 
article on sex offenses: “Research to date indicates 
that the causes of destructive forms of sexual de- 
viation lie deep in the personality of the deviate and 
deep in the culture in which he is reared.” This 
deep superficiality cost the taxpayers $187,800. We 
have to be grateful to Dr. Karpman for giving us 
a term for this when he speaks, in another connec- 
tion, of “economic perversities.” 

Frepric Wertnam, M.D., 
Director, Lafargue Clinic, 


New York City. 


STATISTICAL MetiHons ror THE BenavioraL Sciences. 
By Allen L. Edwards. (New York: Rinehart, 
1954. Price: $6.50.) 

Psychopathology is just beginning to emerge as 

a behavioral science and any attempt at providing 

techniques that are useful in evaluating behavior 

ought to be of great interest to those interested in 
psychopathology. Until very recently psychopatho- 
logical data could be obtained only by observing the 
experiments of nature which we designate as pa- 
tients. While such observation often led to the 
discovery of regularities, the experimental manipu- 
lation of circumstances or stimuli impinging on the 
patient was not resorted to until very recently. 
The evaluation of the results of such manipulation 
has required more than mere observation. Methods 
and techniques for evaluating the results against 
chance occurrence (¢.g., spontaneous changes, 
changes due to factors not under the control of the 
experimenter, etc.) had to be found. The scientific 
method consists of a cyclic arrangements of 3 pri- 
mary links: (1) observation, (2) schematization 

(model making and construction of hypotheses), 

and (3) testing the hypotheses. The results of such 

testing leads to further observation (1') and 


further schematization (2’) and further testing 
(3') and so on to the next cycle. The first 2 steps 
—observation and schematization have been with 
us for a long time, and many “discoveries” have 
resulted from their application. In fact, one might 
describe the psychopathologist today as “lost in the 
land of discovery” because up until now few if any 
attempts have been made to subject the “dis- 
coveries” to validating experiments. The book un- 
der discussion attempts to add the missing link in 
the psychopathologist’s armamentarium—the tools 
of validation. 

Whether 4uantitative statistical methods are the 
only ones that can be applied to validate the 
hunches arising from observation is of course, de- 
batable. Nevertheless, the power of the statistical 
approach for separating fact from fancy is now 
fully recognized and any scientist who is unin- 
formed of the methods of statistics is doomed to 
remain “lost in the land of discovery.” 

Unlike many of the texts attempting to provide 
statistical know-how, this one makes minimal de- 
mands on previous mathematical knowledge. The 
reader is carried along from such simple mathe- 
matical concepts as fractions, decimals, positive and 
negative numbers, radicals, exponents, logarithms, 
to descriptive statistics and finally to making in- 
ferences from statistical evidence. In short, in 
easy stages the reader is taught how to collect data, 
summarize them, and then evaluate the hypotheses 
for which the data provide the touchstone. 

The author does not confine himself to data 
which are normaily distributed. He introduces the 
reader to the new distribution-free statistics which 
do not assume knowledge of the type of distribu- 
tion to which the sample belongs. In this way, he 
extends the usefulness of the statistical method to 
many types of experiments in psychopathology 
which do not yield normal distributions. The re- 
viewer wonders, however, why the author neglected 
to point out that, in some instances, simple trans- 
formations of the original data into their loga- 
rithms or square roots or some other transformation 
yields normal distributions that can then be treated 
by standard methods. The standard procedures do 
not entail the loss of information which occurs 
when distribution-free statistics are applied. The 
reader ought to be cautioned that in dealing with 
the number of positive and negative differences ob- 
served in comparing an initial and final test, for 
example, it is wiser to eliminate the number of zero 
differences (neither positive nor negative) rather 
than divide them equally between the positive and 
negative differences as the author suggests. Fol- 
lowing the author’s suggestion, there is a greater 
likelihood of accepting the hypothesis when in fact 
it is really false (Errors of Type II). 

There are several topics that the reviewer would 
have liked to see treated: (1) discussion of how 
the hypotheses to be tested arise from properly con- 
structed scientific models and how the models in- 
corporate within them the assumptions which later 
dictate the choice of the proper statistical tools; 
(2) the use of control groups, matched groups, and 
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how these are to be selected; (3) how follow-up 
studies are to be conducted and what one can do 
about computing risks such as death, being lost to 
the follow-up, etc., in evaluating outcome of a given 
therapy. These comments are no indictments of the 
book since it was not written for psychopatholo- 
gists. They merely point to the need for the treat- 
ment of these topics by authors like Dr. Edwards 
who have the gift of making the difficult appear 
simple without sacrificing any rigor in their treat- 
ment. 

All in all, the book is highly recommended to all 
who wish to become acquainted with statistical 
methods, as well as those who, having gained an 
acquaintanceship, wish to have a reference book 
for further application. 

Joseru Zusin, Pu. D,, 
N. Y. State Psychiatric Institute, 
Columbia University. 


NevuroLocy. Volumes I-III, Second Edition. By 
S. A. Kinnier Wilson. Edited by A. Ninian 
Bruce. (Baltimore: Williams & Wilkins 
Company, 1955. Price: $37.50 per set.) 


The first edition of this text on neurology ap- 
peared in 1940, shortly after the death of S. A. K. 
Wilson and was also edited by A. Ninian Bruce. 
At the time of its publication (in two volumes) it 
was immediately hailed as a classic, comparable to 
the texts of Gowers and Oppenheim of the previous 
generation. 

The form and content of the second edition, re- 
vised by Dr. Bruce, are changed very little from 
those of the first. A section on Aphasia, Apraxia, 
and Agnosia by Sir Russell Brain is the only ad- 
dition. 

Sir Russell states in the foreword that every 
effort was made by the editor to include all of the 
most recent thought in neurology and also to re- 
tain the touch of the original author, Kinnier 
Wilson, who had a pleasing literary style and a 
unique manner of simple expression. 

A great deal of additional editing and revising 
would have been necessary to bring this text up to 
date. The length of the discussion of the various 
disease entities particularly needs attention. For 
example, encephalitis lethargica, a disease which is 
not now in existence, is described in 40 pages. On 
the other hand, consideration of the virus diseases, 
other than acute anterior poliomyelitis, is covered in 
8 pages. 

The outstanding feature of this text is the com- 
pleteness of the description of clinical syndromes 
which were recognized at the time the author lived. 
Kinnier Wilson excelled in the description of clini- 
cal syndromes and made an exhaustive review of 
the cases reported in the literature which deviated 
in some way from the usual. This feature has been 
preserved but the new edition has not kept pace 
with the advances in modern medicines. In many 
chapters the discussion of etiology and patho- 
genesis, does not take into consideration the ad- 
vances in physiology and biochemistry. In others, 
the original discussion is retained with the addi- 


tion of a few paragraphs on recent advances. 
Disease entities which have appeared in the last 
several decades are not given sufficient considera- 
tion. 

The failure to include new modes of therapy is 
probably the weakest feature of the book. Forms 
of therapy in vogue 25 to 50 years ago, are dis- 
cussed, and in many instances there is no indica- 
tion that the author accepts or condemns them. 
Bromides are given as the preferred treatment of 
convulsive seizures and instructions with regard to 
their administration require 2 pages of text, 
whereas diphenyl hydantoin is disposed of in 3 
short sentences, and Tridione in 2. Arsenicals, bis- 
muth, mercury, and iodides are recommended as 
preliminary or adjunct therapy for syphilis of the 
nervous system. Vitamin B-12 therapy of com- 
bined system disease is not discussed nor is the use 
of amphetamines in the therapy of narcolepsy. 

The index has been enlarged but is still inade- 
quate. References to the literature are given at the 
end of each volume but the titles of the articles are 
not included. 

This text is primarily of value to the neurological 
specialist for its description of disease and as a 
source for the case reports in the older literature. 
The psychiatrists will profit by the discussion of the 
mental symptoms in the organic diseases of the ner- 
yous system. Part II in Volume III, a section of 
70-0dd pages, is entitled: Neuroses. This is not a 
consideration of the psychoneuroses in the conven- 
tional sense of the present day but is a discussion 
of tics, torticollis, writer’s cramp, and the like. 

H. Houston Merritt, M.D., 
The Presbyterian Hospital, 
New York City. 


PsycuicaL Researcu Tovay. By D. J. West, M.B., 
D. P.M. (London: Gerald Duckworth & Co. 
Ltd., 1954. New York: The Macmillan Co., 
1955. Price: $2.00.) 


The Society for Psychical Research was consti- 
tuted February 20, 1882; its first general meeting 
was held in London July 17 of that year, where 
several reports were presented on thought-reading. 
Volume I of the Proceedings of the Society was 
published in 1883. It contains additional reports on 
thought-reading and thought-transference, and re- 
ports on mesmerism, abnormal states of mind, mus- 
cle reading, haunted houses, apparitions, telepathy, 
clairvoyance, dreams, ghosts, luminous appearances, 
sleep walking, etc. 

In 1936 Hamlin Garland published a book titled 
Forty Years of Psychic Research. Here he recorded 
“all of the outstanding experiments which I con- 
ducted as an investigator of spiritualistic phenom- 
ena.” They are all presented “as something I saw, 
heard, felt and weighed . . . they happened and I 
recorded them.” 

Garland began his investigations at 31 as an 
invited member of the group that constituted the 
original American Psychic Society. When he wrote 
his book at 75, “the shadow of death, once so re- 
mote, has become a cloud across my pathway, so 
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close that I can almost touch it with my hand. 
Questions which are wholly ‘academic’ at thirty- 
one, become concretely personal at seventy-five. The 
problem of survival has for me, today, a significance 
which it did not have when I began my researches 
forty-five years ago.” 

Hamlin Garland’s experiences included the whole 
fantastic range of spiritualistic phenomena, more 
than enough to convert a Doyle or a Lodge or a 
Crookes. He could not doubt that the things he saw 
and heard happened, but he could find no evidence 
that they were what they purported to be—no evi- 
dence for survival. All the mediumistic perform- 
ances he observed might be described as “stunts . . . 
a display of skill in the execution of a difficult task.” 

And Garland concludes, “I am at the point from 
which I started forty-five years ago.” And the evi- 
dence from his long years of observation was that 
“all these movements, voices, forms, are biodynamic 
in character. They are born of certain unknown 
powers of the human organization. . .. They all 
originate in the seance room and have not been 
proven to go beyond it.” 

And Garland’s reluctant summing-up: “Many 
other great and clear thinkers profess and defend 
survival, but I can not achieve it. I wish I could.” 

Dr. West, who is experimental research officer to 
to the Society for Psychical Research, brings the 
record up to date. He speaks disparagingly of 
spiritualism, but allows doubt to linger. “Can there 
be a kernel of truth? Was D. D. Howe genuine?” 
Psychica! research, however, he assigns to a differ- 
ent category in that it now employs experimental 
methods under conditions held to be scientific. He 
equates this experimental aspect of psychical re- 
search with parapsychology. 

The author devotes considerable space to the 
latter topic, particularly to the extrasensory percep- 
tion of J. B. Rhine. It is interesting that parapsy- 
chology was Rhine’s third career-goal. He had 
trained as a botanist, next, considered entering the 


ministry; then, possibly in an attempt to ride both 
horses, religion and science, turned to e= perimental 
psychical research. 

Researcher West sketches the history of this 
E.S.P. business which has been going on since 1930, 
and to which a great many persons have devoted an 
enormous amount of time. They have built up a 
vast mountain of figures which has brought forth an 
almost invisible mouse. West, who tries not to take 
sides, concludes, that “there have been more than 
enough positive reports by different independent sci- 
entists to convince any one who can be convinced 
that there is E.S.P.”. But he adds, “If E.S.P. is a 
real fact in nature .. .” 

Rhine has given a new name, “psychokinesis” 
(“PK” for short), to a practice that crap-shooters 
have followed for generations. West pays briefly 
his skeptical respects to such subjects as dowsing, 
haunts, and poltergeists, stigmatization and stage 
telepathy, even E.S.P. in animals. Nevertheless he 
feels that “Psychical researchers stand on the edge 
of a new, exciting world that invites bold explora- 
tion.” It seems to be about the same edge that the 
Society for Psychical Research stood on in 1882, 
that Hamlin Garland stood on in 1891 when he 
began his own researches and that he still stood on 
in 1936 when he published his results. We still stand 
on that edge. 

Credit should not be withheld from any researchers 
who are seeking to push outward the bounds of 
knowledge. Possibly the most striking virtue of the 
psychical researchers is their indefatigable labor in 
a field where these is so viel Geschren and so wenig 
Wolle. However, for those desiring acquaintance 
with recent developments and present status of this 
branch of occultism, here it is; as a fog-signal one 
should keep in mind Sir Oliver Lodge’s “Ray- 
mond” and Sir Arthur Conan Doyle’s “The Coming 
of the Fairies.” Or are there perhaps such things ? 

c. 


B. F. 


TREATMENT 


If physical causes influence morals, may they not also influence religious principles 
and opinions?—I answer in tue affirmative; and I have the authority from the records 
of physic, as well as from my own observations, to declare, that religious melancholy and 
madness, in all their variety of species, yield with-more facility to medicine, than simply 
to polemical discourses, or to casuistical advice. 


—BENJAMIN RusH 
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FOUR IMPORTANT TOOLS AT 


YOUR COMMAND 


...each effective against 


a specific seizure type 


TRIDIONE'’ 


(TRIMETHADIOWE, ABBOTT 
an agent of choice in the petit mal triad 


First successful synthetic anticonvulsant— now an 
agent of choice—for synptomatic control of petit 
mal, myoclonic and akinetic seizures. 


PARADIONE'’ 


(PARAMETHADIONWE, ABBOTT) 
homologue to Tridione 


An alternative preparation which is often effec- 
tive in cases refractory to Tridione therapy. Espe- 


cially for treatment of the petit mal triad. 


Send for literature to Abbott Laboratories, North Chicago, Illinois 


PHENURONE' 


(PHEMACEMIDE, ABBOTT) 
often successful where other therapy fails 


A potent anticonvulsant to be used with discretion 
for psychomotor epilepsy, grand mal, petit mal 
and mixed seizures. Has succeeded when other 
therapy has failed. 


(METHARBITAL, ABBOTT) 
a drug of low texicity 


The newest of Abbott's anticonvulsant drugs. For 
grand mal, petit mal, myoclonic and mixed sei- 
zures. Effective in disorders symptomatic of or- 


| Obbott 
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THE MILTOWN MOLECULE 


Two articles in the April 30th issue of The Journal of the AMA!'.? report on... 


an entirely new type of tranquilizer 
with muscle relaxant action—orally effective in 


ANXIETY, TENSION 
and MENTAL STRESS 


no autonomic side effects—well tolerated 
selectively affects the thalamus 
not related to reserpine or other tranquilizers 


not habit forming, effective within 30 minutes 
for a period of 6 hours 


supplied in 400 mg. tablets. Usual dose: 
1 or 2 tablets—3 times a day 


1. Selling, L. 8.: J.A.M.A. 157: 1594, 1955. 2. Borrus, J. C.: J.A.M.A. 157: 1596, 1955. 


Miltown 


the original meprobamate dicarbomate—U S Patent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. WW 
NA 


Literature and Samples Available On Request 
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Luminal and Luminal Sodium —time-tested, effective dampers of 
cortical overactivity — control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
... LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e grain (yellow) 
e 14 grain (light green) 
e 11% grains (dark green) 
» LUMINAL ELIXIR (14 grain/teaspoonful) 


FOR PARENTERAL USE: 
... LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (5 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc.—0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(2\% grains) per cc. 


THE PIONEER BRAND OF PHENOBARBITAL 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 


LABORATORIES 


NEW YORK 18, N.Y. + WINDSOR, ONT 
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the most advanced unidirectional current 
instrument for all established techniques 
REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—uwnilateral and bilateral 
e MONO-POLAR TREATMENT—non-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE AND TEXT - BOOKS. 
REUBEN REITER, Se.bD. 

38 WEST 48th STREET, NEW YORK 36, N. Y. 
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incorporates the first major new principle . 
in AC current design among other advantages ag 
and supersedes glissando technique 
REITER MOL-AC Il 
REDUCES FRACTURE HAZARDS 


With the MOL-AC I], thrust is greatly 
reduced during the initial application of 
current, which is ingeniously softened to 
significantly reduce danger of fractures. 
There are no complicated dial settings, 


no manual timing devices, no warm-up 
delays. Merely connect to ordinary AC 
house current, switch to treatment, and 
the instrument is ready for immediate 
use. Automatically re-sets itself — as 
many treatments as desired may be 
given repeatedly. The MOL-AC II is one ete! 
of the safest instruments obtainable, = 4 
being completely isolated electrically. ; 
Uniformly excellent clinical results have 
been obtained. 

The MOL-AC II, in a handsome wal- 
nut case with a Bakelite control panel 
(as illustrated) is priced at $90.00; in 
steel case $85.00. The MOL-AC I in a 
walnut case is $60.00; in steel case 
$55.00. Physician’s bag and attachments 
with either model $10.00 additional. 

Dalter’s Photic-Stimulator, complete a 
with stand, is priced at $125.00. bi] 


ICH HAS ALSO WON PULAR/APPROVAL. 


ISIT BOOTHS 53-54 
NSTRATIONS AND 
BIBLIOGRAPHYOF REFERENCES. 


| 
AN OFFICIALLY APPROVEL ENT 
w 
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without excessive sedation 


ensive effect without rapid peaks and 
declines in blood pressure 


effect of Raudixin on the blood pressure of 
hypertensive patient and normotensive patient. as 


MRaudixin Begun) Reudixin Discontinued» 
DOSAGE: 100 mg. b.i.d. initially; \ Hypertensive Patient 
may be adjusted within a range of 
50 mg. to 500 mg. daily. Most pa- ind 
tients can be adequately maintained 
on 100 mg. to 200 mg. daily. 


SUPPLY: 50 mg. and 100 mg. tab- 
lets, bottles of 100, 1000 and 50090. 


60 
Days 10 20 30 


The hypotensive action of Raudixin is selective for the hypertensive 
For this reason, Raudixin does not significantly affect the biood pressure 
normotensive patients. 


SQUIBB 
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IMPORTANT BOOKS 
for the Practicing Psychiatrist. 


PROGRESS IN PSYCHOTHERAPY 
Edited by FRIEDA FROMM-REICHMANN, and J. L. MORENO, 


For the first time in one volume, progress in all fields of psychotherapy is summarized. In addi 
tion to the advances reported and discussed by leading American authorities, at the Seetion on 
Psychotherapy of the 1955 Meeting of The American Psychiatric Association, the editors have rounded 
out the coverage to include all major schools of thought and approaches to techniques, with contri- 
butions on psychobiology, hypnotherapy, biodynamics, psychodrama, and existentialism including 
progress in England and Europe as evaluated by leading foreign therapists. (Ready May J) 


LYSERGIC ACID DIETHYLAMIDE AND MESCALINE IN 
EXPERIMENTAL PSYCHIATRY 


Edited by LOUIS CHOLDEN, M.D. 


This volume attempts to utilize the tools of LSD and Mesecaline in a multi-faceted assault 
including self-research—-on the problems of psychoses, and is the result of a symposium attended 
by leading investigators in this stimulating field, at the 1955 Meeting of The American Psychiatric 


Association. 


(Just publishe d, 


CHANGING CONCEPTS 
OF PSYCHOANALYTIC MEDICINE 


Edited by SANDOR RADO, M.D., D.P.Se., and 
GEORGE E. DANIELS, M.D. 


Gathered from the Decennial Celebration of the 
Columbia University Psychoanalytic Clinic, this im- 
portant volume brings together thought-provoking 
contributions, from more than 20 leading authorities, 
on the various clinical aspects of psychoanalytic prac- 
tice. (To be published this month, about $7 50) 


PSYCHOANALYSIS OF BEHAVIOR 
SANDOR RADO, M.D., D.P. Se. 
Dr. Rado’s collective papers, published in German 
and American scientific periodicals from 1922 to 1952, 


present a unique, comprehensive, and detailed study 
of behavior. (To be published this month, & 50) 


ORDER NOW— 
ON APPROVAI 
Please send, on approval: 
Cholden ($3.00) 
Rado ($6.50) 
Sechehaye ($5.00) 
Check enclosed 
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DRUG ADDICT AS A PATIENT 
MARIE NYSWANDER, M.D. 


This manual fills the demand for a modern, com- 
prehensive analysis of the psychologic, physiologic, 
and sociologic causes and effeets of drug addiction. 
In view of the current interest and discussion of 
possible revisions in the laws pertaining to treatment, 
the author's detailed review and practical recommen- 
dations, drawn from extensive experience with the 
problem, are especially timely. 

(To be published this month, about $4.50) 


A NEW PSYCHOTHERAPY 
IN SCHIZOPHRENIA 


M. A. SECHEHAYE, translated by GRACE RUBIN 
RABSON, Pu. D. 


Based on actual case history cures of “incurable” 
schizophrenics, Madame Sechehaye, in this new book, 
presents detailed experiences with symbolic realiza 
tion as a new therapy. Written in the same clear and 
practical manner as her “Autobiography of a Schizo 
phrenic Girl.” (Just published, 8500) 


Rado and Daniels (about $7.50) 
Nyswander (about $4.50) 
Fromm-Reichmann and Moreno (price to be announced) 


Charge my account 


. State 
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GRUNE & STRATTON, INC. 


New Vork 16, N.Y. 
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| for a sound 


sleep tonight, 
a calm day 
tomorrow... filtitab’ 


Nembu-Serpin’ 


Restful nights are added to calm days for anxiety and mild hypertension 
patients when you prescribe Nembu-Serpin. The 30 mg. ('@ gr.) of short-acting 
Nembutal (Pentobarbital Calcium) in each tiny Filmtab quickly induces drowsiness at 
bedtime, followed by refreshing sleep. Then the 0.25 mg. of longer-acting reserpine in 
each Filmtab calms patients all through the following days. 

Patients experience almost immediate relief as Nembu-Serpin’s 
sedative-tranquilizing action rapidly takes effect. Then their sense of well-being in- 
creases during the following few days. Nembu-Serpin avoids prolonged waiting for a 


cumulative response to reserpine. 


Small dosages add safety, simplicity, economy for patients. Dosage 


schedules are simple, medication economical: just one Nembu-Serpin Filmtab at bed- 
time will calm the worries of most anxiety patients. (J mt | 
Nembu-Serpin Filmtabs—in bottles of 100 and 500. 


Film-sealed tablets 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns 


be swilh 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula’ 


NICOZOL IS SUPPLIED 
in capsule and elixir forms 
Each capsule or 4 teaspoonful 
of elixirs contains 
Pentylenetetrazoli ___ 100 mg. 
Nicotinie acid 50 mg 
1. Levy, S.J.A.M.A. 153:1260, 1953 


N.C. State, Dec. 54 
Mail Coupon for Free NICOZOL fl 
Drug Specialties, inc. DRUG 
P. O. Box 830, Winston-Salem, N. C. 


Kindly send me professional somple of NICOZO1 Capsules, 


also literature on NICOZOL for senile Psychoses. ( 


SALEM, N 


.... State | ethical | pharmaceuticals 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Les Angeles, California 
Distributed in Canada by WINTER LABORATORIES, 341 Bloor St., West, Toronto 5, Canada 
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NO “BARRED LOOK"-THESE WINDOWS 
CREATE A HOMELIKE ATMOSPHERE 


With the Fenestra* Psychiatric Package 
Window unit there is nothing to sug- 
gest restraint. The protection is where it 
should be—in the window's design, and 
in its covering screen. 

Besides the steel window itself, the 
Fenestra Psychiatric Package Window 
unit includes steel casing, operating 
hardware (bronze adjuster handle is re- 
movable), and the choice of three spe- 
cialized, flush-mounted, inside screens: 
(1) A Detention Screen for maximum 
restraint. The finest stainless steel mesh 
is attached to strong, concealed shock 
absorbers. (2) A Protection Screen, 
without shock absorbers, for less dis- 
turbed patients. (3) An Insect Screen for 
windows in nonrestraint areas. All three 
screens, of course, serve as insect screens. 

Designed for the protection of the pa- 


Architectural, Residential and Industrial Windows 
Metal Building Panels « Electrifioor* « Root Deck 
Hollow Metal Swing and Slide Doors 


Fenestra 


tient, the Fenestra Psychiatric Package 
Window has no projecting parts to en- 
courage climbing. There are no sharp 
corners. The patient cannot get at the 
glass. All-weather ventilation is con- 
trolled without touching the screen. 
Window is washed inside and out, from 
within the room. 

To eliminate maintenance-paint- 
ing, Fenestra Windows are available 
Super Hot-Dip Galvanized, from Ameri- 
ca’s only plant specifically designed for 
hot-dip galvanizing of steel windows. 

Only Fenestra completely fabricates a 
window unit of this type. For complete 
details, call the Fenestra Representative, 
listed in your classified telephone directory, 
or write Fenestra, Dept. AJ, 2276 East 
Grand Boulevard, Detroit 11, Michigan. 
Do it today! 


PSYCHIATRIC 
PACKAGE 
windows 
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pronounced 


MUSCLE-RELAXING ACTION 


MEPROBAMATE 

dicarbamate) 
For significant relief in myositis, 
osteoarthritis, backstrain, and related 
conditions marked by: 
e Muscle spasm 
e Restriction of motion 
© Stiffness and tenderness 
Pain 


anti-anxiety factor 
with muscle-relaxing action 
. . Felieves tension 


Phitadeiphia 1, Pa. 


4 
E 
Wyeth 4 
Dosage: | tabjet : 
Supplied : Tablets, 400 mg., botties of 50. 
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For 
Ruggedness, 
Dependability 
and 


Better Fidelity 


MODEL D 
Electroencephalograph 


All Steel Console 


Stainless Steel dial plates 
and table top 


No ‘‘B” batteries or wet batteries 


ELECTRONIC CORP. 
MODEL FA-1 426 GREAT EAST NECK ROAD 


Combined 
ECT-Stimulator BABYLON, N.Y. 


Providing the advantages of both therapies 


write for particulars 
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“MYSOLINE"” raises 
the convulsive threshold 
in grand mal 


and psychomotor attacks 


“MYSOLINE,’ employed alone or in combination with other med- 
ication, controlled or markedly improved 73 per cent of 45 
patients with major motor seizures. In each instance, the previ- 
ous medication had proved to be ineffective.! 


“MYSOLINE,” when used as initial therapy in a series of 97 grand 
mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“... after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.’’3 


1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 
2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE’ 


Brand of Primidone 


in epilepsy 


AYERST LABORATORIES New York, N. Y. Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States 
by arrangement with Imperial Chemical (Pharmaceuticals) Limited. 
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RESERPINE 


in Nervous and Menta! Disorders 


THE RIKER BRAND OF RESERPINE 


is available in a wide range of 
dosage forms for ambulatory 
and institutionalized patients 


Serpiloid Serpiloid 
Tablets (ORAL) Intramuscular 


are available in the is available in 2cc. 
following strengths: ampuls, containing 2.5 
0.25, 1, 2, 3, 4 and mg. per cc. and 5mg. 
5mg. each per cc., respectively 


Quotations for institutional 
quantities supplied on request. 
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a modern medicinal chemical for 
equating modern environmental stress 


Relaxant with no / Clears the Way in Diagnosis —The tense 


7 patient in the outer office, a problem of 
depressant action. 
modern civilization so frequently pre- & i 
| Pharmacological sents psycho-motor agitation that masks 
\ best in a series 7 true symptoms...What percentage 
\ 


of new com- with actual organic lesions?...For a 


more readily arrived at diagnosis un- 


mask the symptoms with / 


pounds. 


Basic Therapeutic Adjuvant — Clearly established are the many disease 

\ states in which fear and tension complicate specific therapy and 

adversely affect management of the patient j 

Cardiovascular disease, obesity, gastrointestinal disorders, / 
migraine, gynecological disorders, alcoholism, diabetes, 


asthma, arthritis. 


Prescribe DIMETHYLANE to tranquilize without 
hypnosis or sedation...to relieve 
symptoms of emotional stress, 

nervous tension, and anxiety. 


PRODUCTS OF ORIGINAL RESEARCH 


THE NATIONAL DRUG COMPANY 
XXXI 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.””' 


respiratory 
safety 


cardiovascular 
safety 


orthopedic 
safety 


over-all 
safety 


“ .. patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent,”’? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’”* 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’"* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.”’* 


“ ,..the occurrence of fractures and dislocations has been 
reduced to zero.’ 


“No fractures occurred in the group during therapy.”’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 


in our series of 7,500 treatments. 


references : 

1. Saltzman, C., Konikov, W., and Relyea, R. P.; Dia. Nerv. Syatem 16:15, 1955. 2. Nowill, 
W. K., Wilaon, W., and Borders, R.: A.M.A. Arch. Neurol. & Paychiat. 71:19, 1954. 3 
Steven, R. J. M., Towell, R. M., Johnaon, J. C., and Delgado, E.; Anesthesiology 15: 624, 1954. 
4. Holmberg, G., et al. A.M.A. Arch. Newrol, & Paychiat, 72:73, 1954. 5. Wilaon, W. P, 
and Nowill, W. K.: ibid, 71:122, 1954. 


*ANECTINE’ Chloride brand Succinyicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 


XXXII 


> 

pe 
t /s 
- 


PRICE REDUCTION 


Tablets 


50 mg., 100 mg. and 200 mg. 


We are glad to announce that, effective March 1, 1956, 

the prices of the higher strength tablets of “Thorazine’ ; 

have been reduced 15%. This reduction applies to the c 

50 mg., 100 mg. and 200 mg. tablets and will therefore u 

be of most benefit to psychiatric patients, with whom 5 

the dosage of ‘Thorazine’ is highest. 
Smith, Kline & French Laboratories, Philadelphia 4 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. : 


XX XIII 


| 

OW. 

= 


a NEW book by Henry P. Laughlin, M. D. 


THE NEUROSES 
in Clinical Practice 


Here is specific help on how to recognize and treat patients with 
emotional disturbances. Basic principles are skillfully woven 
into graphic descriptions of the entire range of common neuroses. 
To ease you over these knotty areas of psychiatry—incidence, 
pathogenesis, symptoms, diagnosis and psychotherapy are clearly 
discussed in an understandable style as easily read as a novel. 
With this new book you will gain a greater familiarity and under- 
standing of emotional problems—anxiety, fear, obsession, pho- 
bias, depression, emotional fatigue, hypochondriasis, compulsion 
and traumatic neuroses. 


From the wealth of fascinating case histories you will recognize 
many of the same types of patients you are now seeing in your 
daily practice. These illustrative cases will give you an immedi- 
ately clear picture of the factors that have operated to produce 
the disorders and the therapeutic measures necessary to correct 
them. 


You will see the dynamic point of view emerge from this syn- 
thesis of many schools of thought. At your fingertips will be an 
up-to-date glossary of psychiatric terms, concrete workable defi- 
nitions, a handy outline classification of emotional and mental 
illnesses, excellent chapter references and quickly visual tables 
of well-organized facts. 

No other current source offers you so much practical help in the 
vast areas of non-psychotic psychiatry. Order Now. 


By HENRY P. LAUGHLIN, M.D., Assistant Clinical Professor of Psychiatry, 
George Washington University School of Medicine. 802 pages, 6” x 9”. 
About $13.00 Just Ready! 


how to 
recognize 
and 
manage 
anxiety 
depressions 


overconcern 
with health 


obsessions 


fears and 
phobias 


emotional 
fatigue 


conversion 
hysteria 


W. B. SAUNDERS COMPANY 
West Washington Square Philadelphia 5, Pa. 


AJP4-56 


Send me Laughlin’s NEUROSES in CLINICAL PRACTICE—About $13.00. 


Charge my account 
Name 


Address 


Easy Payment Plan 
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WALKIE-RECORDALL 


_4-HOUR LIGHTWEIGHT SELF-POWERED - 


CANDID RECORDER 


A TION OF FEATURES FOUND | 
NO OTHER RECORDER) 


RECORDS WITHIN 60 FET 


IN OR OUT OF CLOSED BRIEFCASE 


AO WIRES —NO PLUGS 


UNSUPERVISED RECORDINGS ANY TIME—ANY PLACE 
CASE HISTORIES - GROUP THERAPY - LECTURES 


Surrounding interferences do not block recordings! 
No installation or acoustical room conditions required! 


© CONTINUITY: UP TO 4 HOURS 
© EQUALIZES NEARBY AND DISTANT VOICES 
© SELF-CONTAINED DRY BATTERIES—Standard. Cost approximately 1c 


per work-hour. “B” battery lasts 350 work-hours. Six flashlight 


cells last 250 work-hours. Optional operation from 110 Volts A.C. 


VOICE-ACTIVATED “SELF-START-STOP” —Recording may be automati- 
cally started when voice or signal comes through the microphone 
or telephone. Recorder stops automatically within approximately 
8 seconds after voice or signal ceases. Thus, recording of silent 
periods is eliminated. 


SAME UNIT RECORDS AND TRANSCRIBES—M anual! and remote foot con- 
trols for recording and playback; back-spacer; built-in loud- 
speaker; jack for earphones; speed, volume and tone controls. 
INDEXED CASE HISTORIES —Indexed groove-finder permits immediate 
location for playback of any part of recorded text without re- 
winding. Subsequent recordings may be accurately started where 
the last recording ended, even after removing and replacing record- 
ing belt. 

UNALTERABLE RECORDINGS AT 3¢ PER HOUR—Compact, endless belts 
may be filed for permanent future reference, dispensing with 
transcription. 

HUNDREDS OF IMPORTANT USES—Record noiselessly, automatically 
and without supervision—indoors and outdoors—in office, car, 
train, plane, operating room, hospital bedside, and for hospital 
rounds. Your hands are free. No mike to hold. No buttons to 
push. Record as you relax, walk around, or ride. 


INTERVIEWS + CONFERENCES + 2-WAY ‘PHONE + DICTATION (inci. whispers) 


You are cordially invited to visit Booth 20 
Write Dept. AJP-4 for literature 
MILES REPRODUCER CO., INC. 
812 BROADWAY NEW YORK 3,N. Y. SPring 7-7670 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America--The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and —e conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut Se. LOS ANGELES: 1231 S. Main St. 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Sequin School 
Catherine Allen Brett, M.A. 


MORNINGSIDE SCHOOL 


Grades 6-12 co-ed day school Est. 1937 


For the child whose emotional problems prevent adequate functioning in the usual class 
situation, Morningside offers: 

An atmosphere of acceptance and understanding 

Work adjusted to students’ achievement levels 

Small classes averaging six students 

Academic and commercial courses leading to high school diploma 
The school cooperates with the child's therapist in every way possible. Students are accepted 
at any time during the year. 


548 West 114th St., N.Y.C., MOnument 2-3109 
Mary H. Wicks, Director (Opposite Columbia Univ.) 


@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
i @ Capacity Limited @ Occupational and Hobby 
(“M@.. Therapy @ Supervised Sports @ Religious Services 


x Plus... 


Your patients spend many hours daily in healthful out- 


Y T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
| 4 
| 4 Florida’s Sunny West Coast. 
Rates Ine lude All Services and commodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D 
EMOTIONAL READJUSTMENT WELLBORN, JR. MD 


PETER J. SPOTO, M.D A tUSs, JR. M.D 
ARTURO G. GONZALEZ, M.D 


TARPON SPRINGS FLORIDA Consultants in Paychiatry 


SAMUEL G. WARSON, PHILLIPS, MI 

ON THE GULF OF MEXICO BAILEY MD 
Phone: Victor 2-1811 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER Gratnick, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 


Srerven P. Jewerr, M.D Rutn Fox, M.D. 
WILLIAM V. Sittvennenc, M.D., F.AP.A. L. Cres Hiraninc, M.D 


Assistant Medical Director Clinical Director Director of Research 
J. Witttam Sitrverseac, M.D. Mervyn Scuacut, M.D., F.A.P.A STrerpHen W. Kempster, M.D 


Resident Psychiatrists 
Junius Atkins, M.D. Frank G. M.D Jenome DuckMan, M.D. Leresvee, M.D 


Psychologists 
Leaner, M.A Learrice Stryrt Scuacnt, M.A. 


Consultants 
H. Giss, M_.D., FACS Frank J. Massucco, M.D., J. Ropman, M.D., F.C_.C.P 
Gynecology FACS Internal Medicine 
Surgery 
Naruaniest J. Scuwanrz, M.D., Invinc J. Gratnickx, D.DS 
FAC P 


Dentistry 
Internal Medicine 


Founded in 1904 


HIGHLAND HOspPITAL, Inc 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for physical and nervous rehabilitation, 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care 
R. CHARMAN CARROLL, MLD. ROBT. L. CRAIG, M.D 
Medical Director Associate Medical Director 
JOHN D. PATTON, MD. 
Clinical Director 
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WESTBROOK SANATORIUM 


| private hespeal om- Staff MP 


ploying modken diagnostic and treat 
sulin, poychotherpy, accupanonal and 
reercational therapy —tor ners ous and 
JAMES 
duworders and problems of Ave 


addiction 


PO Box 


RICHMOND. VIRGINIAN 


HALL-BROOKE 
An Aedive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 


Each patient is under constant, daily psychiatric and medical 


supervision. 
Located one hour from New York on 120 acres of Connecticut 
countryside. 
HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.; Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. Blanche Glass, M.A. 
Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


G. M. Scuitomer, M.D., Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 Seuthgete Road COLORADO SPRINGS, COLORADO 
MElrose 4-6828 
For the care and treatment of Psychiatric disorders. 

Individual and Group Psychotherapy and Somatic Therapies. | 

Occupational, diversional and outdoor activities. 

X-ray, Clinical Laboratory and Electroencephalography. 

FE. James Brapy, M.D., Medical Director | 
C. F. Rice, Superintendent | 


Francis A. O'DONNELL, M.D. Georce E. Scott, M. D. 
Tuomas J. Hurtey, M.D Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
ESTABLISHED 1855 


“A CENTURY OF SERVICE IN PSYCHIATRY" 


A private psychiatric hospital offering all accepted therapies. 
Selected Geriatric, Alcoholic, and Addictive cases accepted. 


Francis W. Kelly, M.D., F.A.P.A. (M.H.A.) 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC, 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 
Resident and open staff, with privileges to qualified psychiatrists. 
Member of N. A. P. P. H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologist 
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CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexter M. M.D Marvin L. ApLanp, M.D 


CONSULTANT IN PSYCHOTHERAPY DIRECTOR OF PSYCHOTHERAPY 
Friepa FRoMM-REICHMANN, M.D Orro A. Witt, JR, 


CLINICAL ADMINISTRATORS 
CLarence G. Scuutz, M.D Ropert W. Gipson, M.D. 


ASSOCIATES 
Cuiay F. Barairr, M.D. E. Dyrup, M.D F. M.D 
DonaLp L. Burnuam, M.D Joun P. Fort, M.D Rocer L. SHapiro, M.D 
Joun L, CAMERON, M.D Mitton G. Henpticn, M.D Josern H. M.D 
Coxe, M.D Cesar Meza, M.D Naomi K. Wenner, M.D 
Sect, C. CULLANDER, M.D. Norman C. Rintz, M.D. INTERNISTS 


CLINICAL PHYCHOLOGIST Corinne Coorer, M.D 
Marcaret J. Riocn, Pu. D. Steruen C. Cromwets, Ja. M.D 


ROCKVILLE MARYLAND 


Cuaries A. Baker, M.D 


FAITR OAKS 


INCORPORATED 
Summit, New Jersey 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozert, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 34300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION 


CHARLES G. KILLINS, M.D. 
MARGARET BIAMA, M.D. FRED SWARTZ, M.D. 
JACK PEARLMAN, M.D. ELLIOT LUBY, M.D. 
W. G. HARRINGTON, Asst. Adm ROBT. ELLIOTT, M. D 


WERNER SCHMIDT, M.D 


SANITARIUM 


ROCHESTER, MICHIGAN 


M. O. WOLFE, M.D. scallv-oriente it: 
ad A psychoanalytically-oriented hospital 


JOHN D. WHITEHOUSE, M.D. 
Clinical Director 


GRAHAM SHINNICK 
Manager 


Telephone: OLive 1-9441 


for the diagnosis and treatment of 
mental and emotional illness. 


Member of American and Michigan 
Hospital Associations. 
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THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic éval- 
residential school, for children of elemen- | dation and consultation for infants and 
tary school age with emotional and be children to eighteen years 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr Hirscuserc, M.D., Director Topeka, Kansas; Telephone 3-6494 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 

A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recogaized therapies available as required. 

Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 

CHARLES T. BATTEN, M.D., Medical Director 
1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


OCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED (NDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M.D., F.A.P.A. 
IRMA K. CRONHEIM, M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P_A 
Sentor Psychiatrist Associate Psychiatrist in Psychotherapy 
LUDWIG LEWIN, Pu.D. 
Administrative Director 


24 Harold Street OCEANSIDE, L. L, NEW YORK ROckville Centre 6-4348 


Established 1930 PINE WOOD Katonah 4-0775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. Approved training program for residents. 


Joseph Epstein, M.D., F. A. P.A. 
Wender, M.D., F. A. P. Physicians-in-Charge 
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RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians 


BENJAMIN SIMON, M. D., Director EF. Watre, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-O0081 


Founded RIVER CREST SANITARIUM 1896 
New York City 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member 
Approved for residency training in psychiatry. 


Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-0820 


Saint JoserpH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province ) 
ACUTE MENTAL AND NERVOUS CASES 
also 


CONVALESCENT AND REST PATIENTS 


SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPI TAL, Inc. Established 


CHestnut 7-7346 Chagrin Falls, Ohio 1898 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request 


Joun H. Nicuors, M. D. G. Pautine R.N. Hersert A. Sinver, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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Keep and protect your Journals in this new | 
VOLUME FILE CASE a 


ATTRACTIVE 
INEXPENSIVE 
4 f 


SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMenRiIcAsS, Room 310 
New York 20, New York 


Enclosed herewith is $.............. for one year’s subscription to the AMERICAN 


JOURNAL OF PSYCHIATRY beginning with Volume 


NAME 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. $.50 extra in Canada 
and South America. (New Volume began July 1955 issue.) 


i% 
4 
| 
| 
> 
> 
- 
| 
Date 
Print 
‘ 
> 
XLIV 
; 


INDUSTRIAL EXHIBITORS 
1956 American Psychiatric Association Convention 


The members of The American Psychiatric Association have always shown interest in the 
Exhibit Sections of the meeting and, therefore, the exhibits have been carefully selected 
for newness and applicability in this particular field of medical practice. You are cordially 


AMERICAN PSYCHIATRIC ASSOCIATION MEETING 
INDUSTRIAL EXHIBITS 


The Anderson School—Booth No. 23 
Association of American University Presses—Booth No. 5 
Ayerst Laboratories—Booth No. 49 
The A. W. Barnhart Company—Booth No. 34 
Batrow Laboratories, Inc.—Booth No. 62 
Bilhuber-Knoll Corp.—Booth No. 24 
Blakiston Division, McGraw-Hill Book Co., Inc.——Booth No. 26 
Robert Brunner, Inc.—Booths Nos. 3 and 4 
Burroughs Wellcome & Co. (U.S.A.), Ine.—Booth No, 18 
Charles Sales Co., Ine.—Booth No. 27 
Chamberlin Company of America—Booths Nos. 9 and 10 
Ciba Pharmaceutical Products, Inc.—Booths Nos. 21 and 22 
The Coca-Cola Company—Lounge 
Detroit Steel Products Company—Booths Nos. 57 and 58 
Devereux Schoo's—Booths Nos. 1 and 2 
Edin Company, Inc.—Booth No. 25 
Encyclopaedia Britannica, Inc.—Booth No. 17 
Gray Pharmaceutical Co., Ine.—Booth No. 45 
Grune & Stratton, Inc.—Booth No. 8 
International Universities Press, Inc.—-Booth No. 31 
Karoll’s, Inc.—Booth No. 33 
J. B. Lippincott Company—Booth No. 19 
The Maemillan Company—Booth No. 11 
Josiah Macy, Jr. Foundation-——Booth No, 40 
Mederaft Electronic Corp.—Booth No. 7 
The Wm. S. Merrell Co.—Booth No. 38 
Miles Reproducer Co.—Booth No. 20 
Moreno Inrtitute—Booth No. 56 
Offer Electronics, Inc.—Booths Nos. 59 and 60 
Reuben Reiter, Sc.D.—Booths Nos. 53 and 54 
R. J. Reynolds Tobaceo Co.—-Booth No. 61 
Sandoz Pharmaceuticals—Booth No. 48 
W. B. Saunders Company—-Booth No. 41 
Sharp & Dohme, Division of Merck & Co,, Inc.—Booth No. 6 
Smith, Kline & French Laboratories—Booths Nos. 14, 
15 and 16 
E. R. Squibb & Sons—Booth No. 44 
Truscon Steel Division, Republic Steel Corp.—Booth No. 52 
Wallace Laboratories, Division of Carter Products, Ine.— 
Booths Nos. 12 and 13 
The Williams Pivot Sash Co.—Booth No. 55 
Wyeth Laboratories—Booths Nos. 28, 29 and 30 
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dawdle 


D is for a 
Devereux School 


Here the derivation of daw- 
dling-—etymological as well as 
psychiatric——determines the 
treatment accorded to this and 
other symptoms of withdrawal. 
Dawdling is related, of course, 
to inner “wandering without 
goal or aim” (Lowl. Sc. “dan- 
dill”). This, however, does not 
stem from resistiveness or “act- 
ing like a mule” (O. Fr. “dan- 
diner”); although it was once 
thought to do so. Instead, both 
derive from a common root: 
“to want to play the infant 
again” (L. Ger. “dand-~”). 


Thus philology supports the 
psychiatrist—who, in turn, finds 
in Devereux Schools a score of 
homogeneous treatment centers 
where the classroom and life 
“en famille” are conscious parts 
of the therapeutic regimen. 


Detailed information is avail- 
able from 


JOHN M. BARCLAY 


Director of Development 
The Devereux Foundation 
Devon, Pennsylvania 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associote Directors 


ROBERT 1. BRIGDEN, Ph.D. 
MICHAEL 6. DUNN, Ph.D. 


EDWARD |. FRENCH, Ph.D. 
ROBER,) T. GRATTAN, M.D, 


4. CURFORD SCOTT, MD. 


Santa Barbara, California 


Devon, Pennsyivania 
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